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Original Communications 
STRICTURE OF THE URETER.* 


By C. J. ANDREWS, M. D., F. A. C. S., Norfolk, Virginia. 

Stricture of the ureter has been the subject 
of considerable discussion since the pioneer 
work of Hunner and the publication of his 
paper in 1915. These discussions have not, 
so far, resulted in anything like unanimity of 
opinion regarding it. It was claimed that the 
first work published submitted too little X-ray 
and pathological evidence. Later, many 
ureterograms and pyelograms and some patho- 
logical evidence have been submitted by Hun- 
ner and other observers. The criticism made 
of these was that the constrictions shown by 
the picture were due to spasm of the ureter, 
rather than stricture. It would appear that 
eventually the truth of this matter would be 
established, not by X-ray and pathological 
findings alone, but by clinical experience, not 
only by a few who might be over-enthusiastic, 
but by a larger number of observers. 

The purpose of this paper is to submit such 
clinical evidence as I have been able to obtain 
from observation and study of fifty-five cases. 

The widespread dissemination of informa- 
tion regarding appendicitis very properly long 
ago caused everyone to think first of appen- 
dicitis in all cases where pain was present in 
the right lower quadrant. We now know that 
a very large number of people were operated 
upon unnecessarily for appendicitis. Routine 
urinalysis and X-ray in chronic cases showed 
the trouble in many of these to be in the 
urinary tract. These are not sufficient to ex- 
clude stricture. Thirty-eight of my cases, or 
68 per cent, showed a negative urine. X-ray 
showed calculus in four cases. 

Previous Operation: Forty operations had 
been done on twenty-seven of these patients, 
as follows: Eighteen appendectomies, five 
cholecystectomies, nine salpingectomies, one 
nephrotomy, five ovariectomies and one uterot- 
omy. It is not believed that all these opera- 








*Read at the fifty-sixth annual meeting of the Medical Society 
of Virginia, in Richmond, October 13-16, 1925. 


tions were useless, but the fact remains that 
the pain for which the operations were done 
was not relieved. 

Symproms: Pain was the one constant 
symptom in all cases. Four were typical kid- 
ney colics, frequently recurring. This does not 
include cases with‘ureteral calculi. Pain was 
usually located in the groin or kidney region, 
often radiating to the inner thigh or hip. The 
pain is oftener found in the right side, al- 
though the stricture is usually bilateral. The 
reason for this is not apparent. Lumbar back- 
ache was common. Urinary symptoms were 
present in forty-three cases, twelve having no 
frequency or painful urination. In some of 
these cases this was the most urgent symptom, 
and the last to be relieved. Urinalysis showed 
evidence of pus in the urine in seventeen cases 
only. Cultures were positive in some cases in 
which no pus was found. There was a history 
of pyuria in twenty-three cases, probably all 
of them had had pus at some time. Gastro- 
intestinal symptoms were marked in fifteen 
cases, two cases having persistent vomiting. 
Thirteen cases complained of persistent head- 
aches. Dysmenorrhea was associated in fifteen 
cases. These probably were not uterine dys- 
menorrheas, but due to congestion of stricture 
area during period. Some were exceedingly 
severe and of long standing, requiring mor- 
phine for relief. Menorrhagia was observed 
in several cases, and cleared up as the con- 
dition was relieved. Endocervicitis has been 
associated in'twenty cases. This would sug- 
gest that as a focus of infection the cervix may 
be a frequent offender. There was a definite 
history of old gonorrhea in two cases. Both of 
these were persistent, and the urinary symp- 
toms severe. 


Diacnosis: Stricture is suggested by the 
outstanding symptoms; pain, particularly in 
the kidney or ureteral region, especially if of 
long standing and with a history of unsuccess- 
ful operations for its relief. The search of 
the ureter for stricture is very much the same 
as the examination of the male urethra with 
olive bougies. The latter has never been con- 
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sidered a very difficult or indefinite procedure. 
The use of the wax bulb in the ureter gives the 
same evidence. When the bulb is withdrawn 
there is a deiinite hang, which usually repro- 
duces the pain which the patient recognizes as 
the old familiar pain. In some cases the lumen 
is so small that a filiform is passed with diffi- 
cuity, but may admit a No. 8 catheter with 
comparative ease, and yet the bulb shows a 
definite stricture. The bulb also gives evi- 
dence of calculi if scratches are noted. The 
X-ray to exclude calculi is always safe. Ure- 
terograms and pyelograms are interesting, but 
if the kidney pelvis capacity is normal they are 
not essential to working diagnosis of stricture. 

The Kelly method of cystoscopy offers very 
definite advantage in diagnosis and treatment 
of these cases. The bulb does not need to be 
so near the end of the catheter, and can be 
made longer. A short bulb is very satisfactory 
for the diagnosis of stricture, but the longer 
dilator of increasing size is better for dilating. 
This effect is obtained by the long wax bulb. 

Ace: The youngest patient treated was 
seventeen, the oldest sixty-eight. Three were 
under twenty, nineteen between twenty and 
thirty, seventeen between thirty and forty, 
seven between forty and fifty, eight between 
fifty and sixty, and one over sixty. 

Sex: All were women. 

Revation to Parturition: Twenty-four, 
only, had given birth to children, although 
thirty-three were married, or had been. In 
three the stricture with urinary tract infection 
or pyelitis of pregnancy seriously complicated 
pregnancy. In all three the condition re- 
mained after pregnancy, and treatment of the 
stricture was necessary before the patients 
were well. It is probable that if the histories 
of eclamptics or kidney deficiencies during 
pregnancy were carefully studied, many would 
show a de‘inite history of stricture. I can re- 
call such instances. It is very common during 
pregnancy to have patients complain of pain 
in the right lower abdomen, radiating to hip, 
and often to kidney region. This is believed 
to be due to pressure on the ureter, either with 
or without stricture. 

Procnosis: Twenty-five of these patients 
are considered cured, twenty are improved, 
two are not improved, five, result not known, 
three, not sufficient time for expected change. 
Many of the improved cases will evidently be 
included in the cured list, as they will receive 
other treatments as needed. Some have been 
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discouraged by the pain following the first 
treatment, and have not returned, but the most, 
when convinced that the trouble has been 
located, and that there is a possibility of relief, 
are most persistent in their efforts and co 
operation. When these patients are relieved, 
the improvement in general health is often 
very marked. A definite gain in weight is 
very common. The relief from pain and im- 
proved kidney drainage both probably con- 
tribute to this. 

The following cases are illustrative of sey 
eral types of stricture: 

(486)—Mrs. J. T. G., aged 41. Complaint— 
Headache and pain in back. Present illness 
goes back four years. At that time patient 
began to have pain in the lumbar region, 
radiating forward and downward. Onset be- 
gan with severe bladder irritation, frequency 
and blood in urine. The blood and frequency 
cleared up, but patient continued to have pain. 
X-ray examination revealed a small calculus 
in the right ureter. Several attempts to re- 
move this failed, and patient continued to have 
pain and soreness. During the past year her 
headaches have been severe, and she has lost 
some weight, feels weak and tired, fatigues 
easily, and there is a mild digestive disturb- 
ance. 

Physical examination showed a slender, un- 
dernourished woman, who was evidently in 
poor general health. Physical examination 
was essentially negative except for a de ‘nite 
tenderness just over McBurney’s point and the 
right kidney, which was easily palpable and 
freely movable. 

Laboratory examination showed completely 
negative urine, normal haemoglobin, red count, 
white count and normal differential. 

Cystoscopic examination:—A No. 
catheter was introduced about 8 cm. from the 
ureteral opening, and was obstructed. The X- 
‘ay picture showed that this was about 4 cm. 
from the stone. This showed that the calculus 
was not the real obstruction, but that the stric- 
ture was. This ureter has been gradually 
opened until a No. 6 mm. bulb can be passed 
through the ureter. The patient’s symptoms 
have been entirely relieved, her general health 
greatly improved, although the calculus has 
not been passed unless this has been done since 
the patient was seen last, several months ago. 

(390)—Miss E. S., aged 17. Complaint— 
Pain in the back. This patient had had a 
series of acute illnesses. In addition to the 
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usual infections of childhood she had typhoid 
fever at the age of eleven, scarlet fever at 
twelve and diphtheria at thirteen. She had 
several attacks of tonsillitis as a child. Al- 
ways rather thin. No digestive disturbance. 
Periods began at thirteen, and were regular in 
duration and amount, always associated with 
pain and cramps at the time of onset. * These 
pains were especially intense in the right side. 
There was no history of bladder symptoms. 
On account of the severe recurring attacks of 
pain, associated with nausea and vomiting, her 
appendix had been removed two years ago. 
She was apparently relieved for a short time 
following the operation, but pain in the back 
and right lower quadrant returned, and has 
been present ever since. Pain is most marked 
in the region of the right kidney, and radiated 
downward to the groin. 

Physical examination showed infected ton- 
sils. No abnormal tenderness in the right 
lower quadrant, and no tenderness elicited over 
either kidney. Cervix was definitely infected. 


Laboratory examination showed urine nega- - 


tive except for a trace of albumin, haemo- 
globin 86 per cent with a corresponding de- 
crease in the red cells. White count was 9,500 
with 52 per cent polys and 44 per cent small 
mononuclears. Wassermann was negative. 
Stool was negative for parasites. Stomach 
contents were normal. 

Cystoscopic examination:—A No. 6 catheter 
passed right ureter without particular diffi- 
culty. Kidney pelvis normal capacity. No. 
9 hulb gives definite hang at a point just above 
pelvic brim, and near the ureteral opening. 
Patient stated that the pain caused by the 
passing of the catheter through this constric- 
tion was identical with the pain which she had 
suffered for a long time. This ureter was 
gradually dilated to a 4 2/3 mm. plus lumen. 
Altogether she received four dilatations at 
about two weeks’ intervals. During this time 
a large cervical erosion was treated with 
cautery, 

Investigation of the left side showed that 
patient also had a very definite stricture on the 
left side. This was dilated. The patient’s 
pain has been entirely relieved, as has also the 
nausea and vomiting. Pain with periods has 
also disappeared. 

(183)—Miss E. A. L., aged 26. Chief com- 
plaint—Pain in lower abdomen, particularly 
in right groin, radiating to hip during periods. 
These pains have been more or less severe since 





VIRGINIA MEDICAL MONTHLY. 757 


periods began at the age of thirteen, and have 
increased de‘initely during the last few years. 
Four years ago an acute appendix was re- 
moved. Of course, no change in painful 
periods followed this. Three years ago, the 
pain becoming more severe during periods, the 
cervix was dilated and the round ligament sus- 
pension of retro-displaced uterus was done. 
These pains were better for a few months, 
gradually becoming worse. In November, 
1924, the cervix was dilated, internal os in- 
cised after the method of Cleland. There was 
practically no improvement except for a very 
short time. The pain in this case was so great 
that a half grain of morphine was required, 
and it was often necessary to repeat it before 
any relief could be obtained. On May 19, 1925, 
«a No. 7 ureteral catheter was passed to the 
right kidney. A No. 11 bulb gave a definite 
hang at six and three cm. from ureteral open- 
ing. Pain from this the patient recognized as 
the same pain from which she had suffered so 
severely at periods. This ureter was dilated 
toa 5 lumen. She has now had several periods 
without pain. This was never a very typical 
obstructive dysmenorrhea, as the pain would 
continue often for twelve hours after a free 
flow was established. 


(228)—Mrs. C. J. G., aged 24, married sev- 
enteen months. Abortion in December, 1923, 
two months’ gestation. March, 1924, operation, 
right tube and ovary removed. Chief com- 
plaint—Pain in left lower abdomen and 
urinary frequency. Periods regular, ten days’ 
duration and excessive flow, large clots. Pain 
with periods severe, bearing down in character. 
Digestive symptoms :—Nausea persistent. Ton- 
sils, chronic infection. Catheterized specimen 
of urine normal. Left adnexa showed a mass 
about 6 cm. by 4 cm. in size, exceedingly tender 
on pressure. On account of severe urinary 
symptoms cystoscopic examination was made. 
Urethra small, trigon somewhat injected. Left 
ureter admitted No. 6 catheter to a point near 
pelvic brim, where it was obstructed. A No. 
5 eatheter passed into the kidney. Kidney 
capacity normal. Later a wax bulb passed the 
obstruction giving a definite hang at this point 
on withdrawal. Patient stated that the pain 
caused by this dilatation was the same as that 
from which she had constantly suffered. X- 
ray examination was negative. This stricture 
was dilated to a 4 mm. size. The patient’s 
pain in the right abdomen was so great and 
disturbing that it was felt at this time that the 
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mass in the abdomen was influencing the con- 
dition so greatly that she was operated upon, 
the left tube being removed. This tube was 
nodular, and evidently useless. The ovary was 
rather large, and formed a considerable por- 
tion of the mass. Apparently the patient was 
not benefited at all by this operation. Later, 
the ureters were dilated to a 5 plus lumen, 
after which all the patient’s symptoms disap- 
peared. She received her last treatment about 
six months ago, and is now perfectly well. 

(169)—Miss S. F. R., aged 28. Chief com- 
plaint—Pain in the right lower abdomen, 
radiating to pubis. This pain also radiated 
to the right hip and kidney region, and had 
continued for several years. Appendix re- 
moved eighteen months ago without relief. 
Urinary frequency had continued for several 
years. Periods, severe pain before flow began. 

Examination:—Right kidney sensitive to 
palpation, as was also the ureter, particularly 
near pelvic brim. Pelvic examination showed 
uterus retro-displaced. 

Cystoscopy:—No. 6 catheter passed right 

ureter with marked resistance, particularly 
above pelvic brim. Urine from this kidney 
was entirely normal. Ureter was dilated to a 
4 plus size, after which the patient was re- 
lieved. 
(205)—Mrs. A. D. D., aged 32, married nine 
years, one child 7% years old. Past his- 
tory:—Ureteral calculus removed from right 
ureter 244 years ago. No other illness. Chief 
complaint: —- Headache severe during past 
month. Pain in right kidney region, radiating 
to hip, urination painful. Urine contained a 
large amount of pus. 

Cystoscopic:—Urethra normal. Bladder 
showed considerable injection of vessels. No. 
5 catheter was obstructed above pelvic brim. 
A filiform was finally passed at another sit- 
ting, and the ureter gradually dilated. This 
patient’s symptoms have all been relieved. 
This was possibly a traumatic stricture sec- 
ondary to opening of the ureter. It is not un- 
likely, however, that stricture was the original 
trouble, and the calculus secondary. 


CoNCLUSIONS 
i. Ureteral stricture is a relatively common 
condition. 
2. No patient should be operated upon for 
chronic pain in the lower abdomen without 
first considering stricture. If stricture cannot 
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be reasonably excluded, the ureters should be 
investigated. 
305 Medical Arts Building. 





URETERAL STRICTURE.* 

By WALTER B. MARTIN, M. 'D., Norfolk, Virginia 

In presenting some points in reference to 
ureteral stricture from the standpoint of the 
internist, it is not intended to go into any ex- 
haustive discussion of the subject nor to invade 
the domain of the cystoscopist. Rather I wish 
to emphasize certain points in the general 
examination and study of cases that present 
themselves that may lead to the probable diag- 
nosis of ureteral stricture. Such cases can then 
be referred to a competent cystoscopist for 
final proof of the existence of stricture. [| 
believe that a diagnosis of ureteral stricture 
can often be correctly made from a considera- 
tion of significant points in the history and 
physical examination. In other cases the evi- 
dence may not be entirely convincing, and yet 
sufficient to justify subjecting the patient to 
cystoscopic examination. It is the purpose of 
this paper to construct a clinical picture that 
may be of assistance to the general man in 
recognizing this condition. 

The material consists of twenty cases that 
came in for general diagnostic study. This 
routinely consists of a detailed history, past 
and present, complete physical examination. 
complete blood, blood Wassermann, stool and 
urinalysis. In appropriate cases more exten- 
sive laboratory examinations were made. A 
clinical diagnosis of stricture was made in each 
instance and confirmation was obtained by 
cystoscopic examination. These patients came 
in with a variety of different complaints and 
were not, except in a few cases, previously 
known to have had kidney trouble. In nine 
instances, or 45 per cent, no reference was 
made to the urinary tract in the initial com- 
plaint, but emphasis was laid on such symp- 
toms as fatigue, loss of weight, stomach trou- 
ble, rheumatism, headache and_ general 
malaise. 

These patients.were all women and varied in 
age from seventeen to sixty-eight years. ‘The 
most -frequent symptom brought out in the 
detailed history was pain in the back in the 
kidney region (95 per cent). This pain 
radiated to the groin in 75 per cent, and down 
the leg or to the hip in 20 per cent. Bladder 








*Presented as a corollary to the paper on “Stricture of the 
Ureter,” by Dr. C. J. Andrews. 
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symptoms were present in 65 per cent, but the 
fact that they were absent in 35 per cent is 
probably more significant, Loss of weight was 
noted in 45 per cent, headache 60 per cent, 
fatigue and general malaise 60 per cent. Cer- 
tain digestive symptoms were emphasized in 
a considerable number of cases; gas 55 per 
cent, indigestion 45 per cent, nausea 35 per 
cent. To a surprising degree urinary findings 
were devoid of significance. In only 15 per 
cent of these cases was pus found in the urine 
at the initial examination. In 40 per cent the 
urine was entirely negative. The remaining 
45 per cent, with the exception of one specimen 
containing blood, showed only a trace of albu- 
min, with an occasional specimen that con- 
tained a few casts. All of these examinations 
were made on fresh specimens obtained at the 
office. 


Complete blood examinations were made on 
all of these cases. Haemoglobin below 85 per 
cent was found in 40 per cent, and the aver- 
age haemoglobin was 86.5 per cent, showing 
a slight tendency to anaemia. With the ex- 
ception of two cases the white blood count 
ranged from 5,100 to 9,500. These two cases 
showed a leucocytosis of 12,800 and 13,500 re- 
spectively, despite the fact that they were both 
afebrile and that one of them showed no pus 
in the urine. It seemed apparent that the 
leucocytosis was a consequence of the stricture 
as the elevation persisted until the stricture 
was relieved, and thereafter promptly returned 
to normal. The differential counts are inter- 
esting but probably of little significance in 
an individual case. Excluding the two cases 
with definite leucocytosis, the polymorphonu- 
clear cells averaged 57 per cent, small mononu- 
clears 34 per cent. These figures are a distinct 
departure from the average normal. 


It is significant that in 40 per cent of these 
patients the appendix had been removed with- 
out relief of symptoms. This is not surprising 
when we consider the clinical picture that they 
present. Given a patient with chronic diges- 
tive disturbance, gas, occasional nausea, pain 
in the right lower quadrant, tenderness over 
the right ureter, and a negative urine, how 
could one expect to escape the sharp scalpel of 
the eager surgeon? I do not mean to question 
the necessity of swift intervention in cases of 
acute appendicitis, The risk to the patient is 
too grave to warrant delay. In chronic right 
lower quadrant pain, however, the possibility 
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of ureteral stricture should always be consid- 
ered and it should be definitely disproven be- 
fore operation is undertaken. 

In presenting abstracts of the detailed re- 
cord of certain cases of ureteral stricture I 
hope to illustrate some of the important points 
in the diagnosis of that condition. 

B. P., female, seen July 15, 1925; age 28; 
complaint, pain in right side and general 
malaise. Past history not significant as re- 
lated to present illness except that in February, 
1925, she had a severe sore throat. Present 
illness dates from November, 1924, when pa- 
tient had an attack of influenza; she does not 
think she has been well since then. She has 
lost ten pounds in weight, appetite has been 
poor, feels tired and fatigued all the time. No 
chronic cough or night sweats, Pain in region 
of right kidney radiating down toward the 
bladder and through to the back beneath the 
right shoulder. For one day only there was 
some bladder irritation with frequency. 

Physical examination shows a slender, poorly 
nourished young woman, evidently in poor 
general health. Tongue heavily coated, ton- 
sils small, deeply buried, and infected. Slight 
enlargement of thyroid. Lungs clear through- 
out; heart normal; pulse rate 80; blood pres- 
sure 110/70. 

Definite tenderness on bimanual pal- 
pation over the right kidney, and slight tender- 
ness along the course of the right ureter. 
Genitalia negative; extremities and reflexes 
normal. Laboratory examination showed a 
haemoglobin of 90, normal white count and 
normal differential. Urine showed a trace of 
albumin and a few pus cells. Wassermann was 
negative and stomach contents normal. 

The patient was referred for cystoscopic 
examination with the following report: “This 
case was found to have a very dense ureteral 
stricture at or just above the pelvic brim, 
which admitted with great difficulty a No. 5 
olivary tipped bougie but finally was dilated 
to No. 6 French. The renal pelvis showed 
some dilatation, the contents being 20 c.c. The 
aspirated specimen from the right kidney 
showed pus in clumps.” 

It is of interest to note that while this 
patient had been in poor health since Novem- 
ber, 1924, the pain in the kidney region origi- 
nated only one week prior to her examination, 
and that she had bladder symptoms for one 
day only. The degree and density of her 
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stricture would certainly indicate that it was 
a condition of long standing. Since the orig- 
inal eystoscopic, she has been dilated several 
times with marked benefit to her general con- 
dition and relief from pain. Permanent re- 
lief, however, has not been obtained as the 
stricture shows a marked tendency to recur. 

E. S., age 17; complaint, pain in back. This 
patient has suffered from a series of acute ill- 
nesses in addition to the ordinary infections of 
childhood. She had typhoid fever at eleven, 
scarlet fever at twelve, diphtheria at thirteen. 
Several attacks of tonsillitis as a child. 
Periods began at age of thirteen, regular in 
duration and amount. They have always been 
associated with severe pain and cramps, es- 
pecially on the right side. She has also suf- 
fered for a long time with pain in the back 
on the right side, and pain in the right lower 
quadrant. No polyuria or dysuria. Ap- 
pendix removed two years ago following at- 
tack of pain in right lower quadrant associated 
with nausea and vomiting. She was appar- 
ently relieved for six months following opera- 
tion, but pain in back returned about eighteen 
months ago and has been present practically 
ever since. This was located in the lumbar 
region, extending downward and more marked 
at time of periods. In December, 1924, pa- 
tient began to have attacks of nausea and 
vomiting similar to those which were experi- 
enced prior to her appendectomy. These con- 
tinued up to six weeks ago when she was 
apparently relieved by abdominal support. 
Pain in back has become more severe and con- 
tinued up to the present time. There has been 
some loss of weight and strength. 

Positive physical findings were as follows: 
Tonsils moderately hypertrophied, adherent, 
and infected. Definite tenderness in right 
lower quadrant in the region of her appendec- 
tomy scar. No tenderness over either kidney. 
Severe degree of endocervicitis. Laboratory 
examination showed 86 per cent haemoglobin, 
white count slightly elevated, 9,500, with 52 
per cent polys and 44 per cent small mono- 
nuclears. Urine was negative except for a 
trace of albumen. Wassermann was negative 
and stomach contents normal. 

Cystoscopic examination revealed a_ well 
defined stricture of the right ureter. Follow- 


ing dilatation of the stricture and treatment 
of endocervicitis this patient has been com- 
pletely relieved of all her symptoms. 


She is 
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now free from pain and from digestive dis- 
turbance. 

The history in this case indicates that the 
stricture dated back several years and prob- 
ably had its origin at the time of one of the 
patient’s acute infections. - The clinical im- 
provement following dilatation was very strik- 
ing. 

Mrs, J. M., seen March 18, 1924, complaining 
of cough and general malaise. Family history 
unimportant except that mother’s sister lias 
tuberculosis and patient has had frequent con- 
tacts with her. Past history is that patient 
has always been thin, has been free from any 
chronic cough, general health fairly good, ex- 
cept for frequent headaches of undetermined 
origin, chronic nasal discharge. Present (//- 
ness began in January, 1924, fatigue, head- 
ache, general malaise, and enlargement of 
glands of the neck. Patient was also troubled 
at this time with pain in the right side radiat- 
ing to the groin, at times extending down the 
lee. This was associated with marked fre- 
quency and burning. Acute symptoms have 
since then cleared up, but she continued to 
have a slight cough, appetite has been poor 
and she has lost some weight. 

Physical examination showed a. slender, 
poorly nourished woman who looked to be in 
rather poor general health. There was still 
some slight enlargement of the glands of the 


neck and the right axilla. Lungs clear 
throughout on palpation, percussion and 


auscultation. Pulse rate normal, blood pressure 
105/60. No abdominal tenderness and no 
tenderness over either kidney. Slight endo- 
cervicitis, uterus in .good position. Urine 
negative on two examinations. Haemoglobin 
88 per cent; red count 4,400,000: white count 
6,200, normal differential. 

On account of history of frequency and 
burning, together with right sided pain, pa- 
tient was referred for cystoscopic examina- 
tion. Cystoscopie report showed stricture of 
right ureter about 3 ¢.m. from the ureteral 
opening and just above the pelvic brim. Dila- 
tation of stricture was followed by marked im- 
provement of patient’s general condition. This 
improvement had been maintained when pa- 
tient was last heard from. 

Miss M. J. E., age 19, seen February, 1924. 
Complaint, pain in right side. History indi- 
cates that for the past three or four years pa- 
tient has been having rather an inde‘inite pain 
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in the right kidney region radiating down to 
the right hip. No history of acute attacks. 
At the present time she is free from pain but 
comes in on account of her past history of dis- 
comfort in the right side. Patient is unable 
to give an accurate account of date of onset. 

Positive findings on physical examination 
are definitely infected tonsils, slight elevation 
of blood pressure, 140/90, tenderness on deep 
palpation over the right kidney which is easily 
palpable and seems to be definitely enlarged. 
X-ray of the kidney was negative for calculi; 
urine showed a trace of albumin and many 
pus cells; blood examination showed 92 per 
cent haemoglobin, 4,500,000 red cells, 13,500 
white cells with 82 per cent polys. 

Cystoscopic examination of the kidney re- 
vealed a very definite stricture almost obstruct- 
ing the right ureter, and a moderate hydrone- 
phrosis. Dilatation of stricture was followed 
by complete relief of symptoms which has 
persisted up to the present time, and by re- 
turn of the kidney to normal size as_shown 
by disappearance of the mass in the right side. 

Mrs. W. E. A., age 56, seen June 15, 1925; 
complaint, pain in right lower quadrant of the 
abdomen. For many years this patient has 


been subject to recurrent attacks of pain in the 
right lower quadrant, followed by soreness 
that might last from several hours to several 


days. There was characteristic radiation of 
pain to the back in the region of the kidney 
with no other associated symptoms except that 
during the past year there has been a mild 
bladder disturbance characterized by fre- 
quency with very little dysuria. 

Physical examination was essentially nega- 
tive throughout except that there was definite 
tenderness in the right lower quadrant just 
below and external to McBurney’s point. No 
tenderness over either kidney. Laboratory 
eramination showed negative urine; haemo- 
globin 80 per cent, white blood count 9,000, 
normal differential. Wassermann negative. 
X-ray of the urinary tract was negative for 
caleuli, 

Cystoscopie examination showed a well de- 
fined. stricture of the right ureter. Following 
dilatation of the stricture patient was com- 
pletely relieved of a long standing pain and 
has remained well up to the present time. 

These cases represent, in a general way, the 
clinical picture of ureteral stricture as it is 
presented to the general practitioner. Certain 
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symptoms stand out prominently, especially 
pain in the back radiating to the bladder, as- 
sociated with history of bladder irritation at 
some time, together wjth localized tenderness. 
The association of these symptoms alone is 
sufficient to arouse suspicion of ureteral stric- 
ture. While the condition is not extremely 
frequent it occurs often enough to make it 
important that everyone should be familar 
with the symptomatology. In consideration 
of lower right quadrant pain it is of especial 
significance and before a laparotomy is under- 
taken for the relief of undetermined trouble 
stricture of the ureter should be excluded. 
201 West Freemason Street. 


DISCUSSION OF PAPERS BY Drs. ANDREWS AND MARTIN. 

Dr. AUSTIN I. Dopson, Richmond:—The subject 
has been well covered, and I want, as my contribu- 
tion, to show two or three slides of an operation 
that has been done on patients who did not respond 
to dilatation through the cystoscope. The two pa- 
tients whom I want to report each had a very 
definite and constant stricture in one ureter. The 
strictures could be demonstrated both with the bulb 
catheter and the ureterogram. One of them had a 
very thorough and painstaking treatment by an- 
other urologist lasting twelve months or more be- 
fore I saw her; consequently, I did not try to carry 
on the treatment further. I treated the other pa- 
tient from the beginning. The stricture at first 
would admit only a No. 6 French catheter. After 
four dilatations a No. 10 French bulb could be passed 
with slight difficulty. Further dilatation through 
the cystoscope was unsuccessful, and there was no 
improvement in her symptoms. 

In each of these cases, a small catheter was 
passed up the ureter and the ureter exposed by a 
muscle splitting incision just below the level of 
the anterior superior spine of the illum. The ureter 
was opened just above the strictured area. The 
ureteral catheter was drawn out through the 
wound and attached to the tip of a No. 16 French 
rubber catheter. The catheter was then withdrawn, 
pulling the rubber catheter down through the stric- 
tured area until the tip of the catheter presented 
beyond the urethral meatus. The catheter was then 
gradually drawn down until the upper end presented 
just below the opening in the ureter. The ureter 
was then sutured with fine suture of tanned catgut 
and the wound closed, leaving a cigarette drain down 
to the ureter. The catheter was left in place in 
each case for twenty-four hours, after which it was 
withdrawn. In both cases there was a small amount 
of leakage through the wound for about a week, 
after which the incision closed without further trou- 
ble. Neither of these patients has had any pain 
since the operation. One was operated upon in 
March, 1923, and the other in May, 1925. 


Dr. LAWRENCE T. Pricer, Richmond:—During the 
last seven or eight years I do not know of any 
subject that has occupied the minds of urologists 
any more than the subject of stricture of the ureter. 
In the meetings of the American Urological Asso- 
ciation, ten years ago, this matter was brought to 
our attention by Dr. Hunner, of Baltimore. Dr. 
Hunner being prominent, as he is, in the profession, 
naturally brought forth a great deal of interest in 
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this subject. In the next three or four years fol- 
lowing the mention of this subject by Dr. Hunner, 
the urologists all over the country had cases. They 
were finding strictures in the ureters of everyone. 
Stricture of the ureter was the fashionable disease 
in certain localities; it was very popular to have 
stricture of the ureter. However, in working out 
this subject the pendulum has swung backward to a 
more substantial position, and things credited to 
stricture of the ureter are now found to be due to 
other causes. Stricture of the ureter, however, does 
exist in many cases. 

Stricture of the ureter is not unlike a stricture 
of any other tube. Stricture of the urethra, with 
which you are all familiar, is a very definite con- 
dition; so is stricture of the esophagus and other 
tubes. If you think for a minute of the many con- 
ditions that might produce a stricture, such as 
traumatism, inflammation, etc., you can see that it 
is a condition which is likely to occur. The stric- 
tures usually are in the lower portion of the ureter. 
The symptoms are those of obstruction, the stric- 
ture causing damming back of the urine ine the 
upper part of the ureter and in the pelvis of the 
kidney. The principal symptom, of course, is pain. 
In the right abdomen, of course, this condition has 
to be differentiated from such conditions as ap- 
pendicitis, gall-bladder disease, etc., and in the 
female from right pelvic disease. But it is far easier 
to exclude disease of the ureter than to exclude 
other diseased conditions, and by the introduction 
of a catheter, pyelograms, etc., your problem can be 
very easily solved. 

But I want to utter a warning word. Don’t think 
that all abdominal pain, right or left, can be caused 
by stricture of the ureter. Stricture of the ureter 
does exist, and when it does exist it is a condition 
that can not be relieved except by the proper cysto- 
scopic intervention and dilatation that will be neces- 
sary for that particular case. 


Dr. BURNLEY LANKFORD, Norfolk:—I wish to discuss 
Dr. Andrews’ paper with reference to pregnancy. I 
think we should all be on the lookout for ureteral 
pathology during pregnancy, as there are a certain 
number of cases that will first attract attention dur- 
ing pregnancy. Of course, frequency of urination is 
a common occurrence in pregnancy, but when it is 
accompanied by pain on urination, and by backache, 
which may be unilateral, and may be on the wrong 
side, we should suspect ureteral stricture. Stricture 
is often in the part of the ureter that dips down 
into the pelvis. When a woman in the later months 
of pregnancy begins to have painful urination, her 
attendant should make a very careful, gentle vaginal 
examination, using plenty of lubrication, and very 
often the pelvic ureter may be palpated and will 
be found to be tender along its course. Appropriate 
treatment should be instituted. 


Dr. R. D. BAtes, Newtown:—There has been a 
case running in my head that rather bears on three 
of the last papers. A girl thirteen years old was 
sent to me with a history of vomiting, and general 
pain in the abdomen, more striking in the right side. 
I was very much puzzled as to whether it was ap- 
pendicitis or renal colic. I gave her the sedative 
treatment, which is applicable to both, and saw her 
two days in succession. The last time she said she 
was perfectly relieved, and the case passed out of 
my mind. About a week later I got a hurry call, 
and found an abscess in the abdomen. Upon taking 


her to the hospital and operating, we found an ex- 
tensive postcecal abscess. 
be found. 


The appendix could not 
I have been wondering whether I should 
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have taken her to the hospital at first. Some of these 
men have justified me, and some have condemned 
me. 

I believe in children that any abdominal pain of 
obscure nature should be watched very closely and 
a blood count made, if possible, unless it clears up 
entirely. 


Dr. CHARLES R. Rosins, Richmond:—There are a 
great many things that interfere with our diagnosis 
and make it difficult to realize just what is at fault. 
The point I want to make is this—the fact that you 
find a ureteral stricture does not necessarily prove 
that there is no other pathology that is causing 
trouble, and I sometimes wonder, in the numerous 
cases referred to where previous operation has been 
done without relief, and the patient is relieved after 
dilatation of the stricture, just what the previous 
pathology was and what bearing it had. I feel sure 
that pathology must have been found in a reasonable 
number of cases. I think there must be some rela- 
tion between the other pathology and the stricture. 
I think it is generally conceded that stricture is an 
inflammatory condition, resulting from focal infec- 
tion at some other point. Inflammation is set up in 
the ureter, resulting in stricture. I think we should 
not confine our attention to the ureter only, but ap- 
proach the case as a whole. 

I have had the pleasure in recent years of work- 
ing with a doctor who has done considerable work 
along this line, so when I have the least reason to 
suspect that the patient may have stricture of the 
ureter I turn the case over to him. If he finds that 
the patient has stricture, he goes ahead and treats 
it; if not, we look for something else. I often won- 
der if these patients went primarily to the urologist, 
wouldn’t he make as many mistakes as we do? I 
am one of those people who is perfectly willing to 
admit that he can not diagnose every case. Many 
of these cases I think are very difficult for even 
a urologist to diagnose. I have in mind One case, 
a little girl brought in with a diagnosis of appendi- 
citis. It did not strike me, from the history, that 
it was a definite case of appendicitis, so I called 
in other people, had X-ray examinations made, etc. 
The X-ray was positive for appendicitis and nega- 
tive for stone. Nothing else having been developed, 
I operated for appendicitis and removed a chronic 
appendix. (I know it was chronic, because the 
pathologist said so.) A few days after operation she 
passed some bloody urine. The passage of a clot 
through the ureter produced hydronephrosis, and ex- 
actly the same symptom for which she was operated 
upon. She was so young that we had not suspected 
any stricture of ureter. In this case the X-ray and 
operation confirmed a diagnosis of appendicitis. 
There were no symptoms or urinary findings that 
suggested ureteral or other urinary pathology and 
yet she had an attack which seemed to prove con: 
clusively that her main symptoms had been due to 
a urinary condition. So even with careful and 
complete efforts at diagnosis, we may apparently 
fall into error. 


Dr. Linwoop D. Keyser, Roanoke:—I have encount- 
ered this condition about eleven times during the 
last two years in this way. Patients come complain- 
ing of pain, which seems to be referable to the uri- 
nary tract, but for which no definite pathology com- 
mensurate in degree with the pain can be found. 
Following cystoscopy, there is exacerbation of the 
pain. During the cystoscopy injection of five to ten 
per cent solutions of novocain into the ureter has 
produced local anesthesia, with temporary relief 
from the pain from which the patients suffer. The 
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injection of the renal pelvis to the point of disten- 
tion produces pain of the type and site of that which 
brings them to the urologist. Likewise, the pain 
following cystoscopy is of the same order. Seven 
of eleven patients in my series had appendectomies, 
while others had various operations on the tubes, 
ovaries, gall-bladder, tonsils, etc., without relief. 
One patient who showed no urinary tract pathology 
had the right kidney removed. This relieved the 
pain on that side, but the pathologist reported a 
practically normal kidney. Recurrence of the colic 
on the left side followed in this case in thirteen 
months. Ureteral dilatation has relieved these colics 
to some extent. 


Recently the French and German writers have been 
reporting good results from the stripping of the 
renal capsule or of the nerve fibres from the 
renal pelvis, as they come in along the renal arte- 
ries. They are working at the other end, for pain 
in the kidney or ureteral colic without obvious 
pathologic cause. 

The relief of ureteral stricture, in my own experi- 
ence, is far more transient than the relief of organic 
stricture by dilatation elsewhere. Ureteral stricture 
is possibly a misnomer, in many instances, and we 
deal with a ureterospasm of the type of pylorospasm 
or cardiospasm. After dilatation of the ureteral 
stricture the patients almost all seem to get some 
relief, but usually they come back after a number 
of months to be treated again. Certain of the re- 
currences seem to taper off; become less severe and 
less frequent. In other cases the good effect of dila- 
tation seems to wear out. 


The hang of the bulb does not differentiate between 
spasm and organic stricture. The condition is not 
necessarily associated with a demonstrable hydro- 
nephrosis. We know that these kidneys drain well 
most of the time. This, with the relaxation from 
novocain and the subsequent relief from pain after 
its injection, point more to a spastic condition being 
at fault in the majority of cases. 

These are some personal observations drawn from 
a detailed study of eleven cases encountered in the 
past two years. 


Dr. C. J. ANDREWS, Norfolk, closing the discussion: 
I am very much. pleased indeed that these gentle- 
men have discussed this subject. I do not know 
of anything which any of them said with which 
we disagree at all. I think the warnings which 
have been brought out are entirely correct, and I 
have been very careful. I have recognized the fact 
and have told Dr. Martin that one thing we have 
to look out for is becoming too enthusiastic about 
this thing.and looking at the case from only one 
standpoint. These patients need the same study and 
care aS any other patients, and the only purpose of 
this paper is to bring this condition to the atten- 
tion of the members of this Society, so that you 
will consider this condition. I am frank to say that 
for several years I read these stories about stricture 
and took no stock in them at all. It was only the 
fact that we had these patients who were getting 
relief in no other way that caused us to begin to 
de this method, in order to try to give them some 

elp. 

As to the sex, I just mention this in order that 
Wwe may not get confused. I was in hopes that Dr. 
Price would say something about this condition in 
men. It just happened that my patients were women. 
Apparently the evidence is that it is more common 
in women, but probably it exists in men. 

As to Dr. Price’s statement that it is liable to 
become fashionable, of course we heard that same 
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thing about appendicitis and other diseases. I think 
it is not likely to become very fashionable. What 


we should do is to try to get at the truth. 

One of the doctors said something about looking 
at one part alone. I think that is a danger. So 
far as I am concerned, I think it would be extremely 
desirable if the men who do this work, particularly 
on women, should do the pelvic surgery and the 
whole thing, so that they would not look at it from 
only one standpoint. I have always felt that is the 
disadvantage of a very close limitation of work. If 
a@ man confines his work to the urinary tract and 
does not look at anything else, he is likely to over- 
look other conditions. 





SPINAL PUNCTURE AS AN AID IN 
NEURO-SURGICAL DIAGNOSIS.* 


By J. G. LYERLY, M. D., Richmond, Va. 


Department of Neurological Surgery, Medical College of 
Virginia, Richmond. 


Spinal puncture is one of the most im- 
portant procedures in neurological diagnosis. 
In the majority of undifferentiated cases it is 
no more dangerous than a minimal risk of in- 
fection resulting from the insertion of a needle 
into the spinal subarachnoid space under asep- 
tic conditions, On the other hand, there is no 
more serious operation in neuro-surgery than 
an ill-advised spinal puncture on a patient with 
alarming intracranial pressure due to a certain 
lesion, Death in such a case may occur several 
hours following the puncture, It is not the 
purpose of this paper to discuss fatalities, but 
to avoid them, and to show that frequently of 
greater moment than the fluid examination will 
be the determination of the pressure and its 
proper interpretation with reference to intra- 
cranial or spinal compression. 

All spinal punctures should be done. under 
strict aseptic technique. Injections. of novo- 
‘ain should be made previous to the use of the 
larger spinal puncture needle. This not only 
lessens the pain of the puncture, but enables 
relaxation of the patient which is necessary 
for accurate pressure readings. 

Before a spinal puncture is undertaken, a 
careful neurological and ophthalmological ex- 
amination should be made. The presence of 
a choked disc, usually signifying a high degree 
of intracranial pressure, should be a warning 
against the withdrawal of any spinal fluid be- 
low the level of the medullary centers. The 
intracranial pressure tends to crowd neighbor- 
ing structures through the largest cranial exits, 
and any release of pressure below the foramen 
magnum will increase the herniation of the 
medulla and cerebellum ‘which may result in 


*Read at the fifty-sixth annual meeting of the Medical Society 
of Virginia, in Richmond, October 13-16, 1925. 
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the death of the patient. Spinal puncture may 
be contra-indicated when there is a localized 
infection in direct contact with the cerebro- 
spinal fluid spaces, Any withdrawal of spinal 
fluid in such a case would tend to spread the 
inflammatory process. In the presence of an 
acute systemic infection with signs of intra- 
cranial pressure or involvement one should 
hesitate to do a spinal puncture, because the 
reduction of the cerebro-spinal fluid pressure 
might cause an influx of bacteria from the 
blood stream into the spinal fluid spaces re- 
sulting in an induced meningitis. 

Spinal puncture may be indicated in any 
neurological condition, not mentioned as a 
contra-indication, where it is necessary to ex- 
amine or withdraw fluid for diagnostic or 
therapeutic purposes. For diagnosis, the fluid 
examination should not only include its phy- 
sical, chemical, and microscopic findings, but 
the pressure reading made at the time of the 
spinal puncture is of great importance. In the 
latter investigation the field is not limited to 
recording the pressure registered by the mano- 
meter, but the variations of the pressure caused 
by purposely induced physiological acts for 
raising the intracranial or spinal pressure are 
of considerable importance in determining com- 
pression in spinal cord lesions. 

The examination of the cerebro-spinal fluid 
may throw considerable light on certain lesions 
of the central nervous system. The presence 
of an increased globulin content or a yellow 
fluid is definite evidence of a pathological pro- 
cess. This yellowish or xanthochromic fluid 
has a high protein content and may coagulate 
on standing. It may be found at spinal punc- 
ture when there is a spinal cord tumor or other 
lesion completely obliterating the subarach- 
noid space above the puncture at a certain 
level. The obstruction causes a stagnation of 
the fluid in the lower segment of the spinal 
canal and the fluid accumulates an excess of 
globulin and takes on a yellow color. Some- 
times an intracranial lesion, such as a tumor, 
may cause a yellowish discloration of the cere- 
bro-spinal fluid, especially when the tumor is 
in contact with the ventricular or subarach- 
noid fluid spaces, There may be simply an in- 
crease in globulin without any change in color. 
The coloring material in the fluid may be the 
result of disintegrating red blood cells, and on 
that account the fluid is frequently spoken of 
as being erythrochromic. This fluid usually 
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does not coagulate on standing, but a pig- 
mented sediment may form at the bottom of 
the fluid. 

A quantitative estimation of the sugar con- 
tent of the spinal fluid may be of help in 
differentiating certain neurological conditions. 
In meningitis, especially tuberculous meningi- 
tis where the cell count is not excessively high, 
the spinal fluid sugar is usually low, while in 
other inflammatory processes, as encephalitis, 
the sugar content is higher than normal. The 
total and differential cell count, bacteriological 
examinations, Wassermann, colloidal gold, and 
mastic reactions are also of importance and 
should be mentioned, but space will not permit 
me to go further into their discussion. 

The spinal fluid pressure should be measured 
at every spinal puncture. The best instrument 
for this purpose is the Ayer water manometer 
which consists of a glass tube of 1 mm. bore 
with proper connection to the spinal puncture 
needle. The cerebro-spinal fluid is allowed to 
rise in the glass tube which is marked off to 
represent mercury pressure readings, This in- 
strument is simpler and the pressure reading 
is more elastic and accurate than the mercury 
apparatus. We regard the normal spinal fluid 
pressure with the patient in the horizontal po- 
sition as varying from 0 to 12 mm. mercury. 
Normally the fluid level representing the pres- 
sure in the glass manometer will fluctuate 
synchronously with the heart beat and respira- 
tion. The spinal fluid pressure may be made 
to rise in the normal case by increasing the 
venous pressure in the cranial cavity or spinal 
canal by digital pressure over both jugular 
veins in the neck or by allowing the patient to 
cough or strain as at stool. 

Just as the blood pressure cannot be accu- 
rately measured clinically without the sphyg- 
momanometer, so the spinal fluid pressure can- 
not be measured satisfactorily without the 
spinal manometer. The spinal fluid pressure 
determination may be of the greatest aid in the 
diagnosis and treatment of certain intracranial 
conditions, as trauma, where a decompressive 
operation may be indicated or avoided by the 
use of this test. In other intracranial condi- 
tions with the signs of increased intracranial 
tension, an accurate determination of the spinal 
fluid pressure may be needed. 

The Queckenstedt test at spinal puncture 
offers a new field in diagnosis of space con- 
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stricting lesions within the spinal canal. This 
test is used during the usual spinal puncture 
at the fourth lumbar interspace with the needle 
connected to an Ayer water manometer, After 
waiting a minute for the fluid pressure to seek 
its level, digital pressure for ten seconds is 
made over both jugular veins in the neck by 
an assistant. Careful note is made of the 
promptness in the rise of pressure in the man- 
ometer and the highest pressure at the end of 
ten seconds is recorded. Accordingly, the drop 
in the spinal fluid pressure is noted after jugu- 
lar compression is released, and the time taken 
for the pressure to reach its former level is 
recorded. Normally, if there is no block or 
obstruction in the spinal subarachnoid space 
between the needle in the lumbar region and 
the cranial cavity, the rise in the fluid pres- 
sure on double jugular compression will be 
prompt and average 12 to 15 mm. mercury, 
while the fall in pressure after release of jugu- 
lar pressure will be almost as prompt but 
usually slightly delayed. It will be further 
noted that the fluctuations and excursions of 
the spinal fluid level in the manometer 
synchronous with the heart beats and respira- 
It may readily 


tions will be quite marked. 
be seen that should there be a space restrict- 
ing lesion in the spinal canal, as a tumor or 
a fracture-dislocation of the vertebra, the 
spinal subarachnoid space may be partially or 
completely obliterated, and the Queckenstedt 
test will give the signs of a partial or complete 


block! In the case of a complete block there 
will be no rise in the spinal fluid pressure on 
double jugular compression, and there will be 
no fluctuations synchronous with the heart 
beat. On coughing or abdominal straining 
there will be a rise in the spinal fluid pressure 
from 5 to 10 mm. mercury even with a com- 
plete block. This is probably due to the fact 
that coughing and straining, which raise the 
intra-abdominal pressure, transmit the pres- 
sure through the venous plexuses to those in 
the spinal canal below the spinal obstruction. 
This rise in pressure below the block is recorded 
on the manometer. Double jugular compres- 
sion causes an engorgement of the sinuses and 
veins within the cranial cavity, and the result- 
ing increased intracranial pressure cannot be 
transmitted through the needle in the lumbar 
region should there be an obstruction of the 
fluid pathways anywhere between these two 
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points, This test is of the greatest aid in the 
diagnosis of spinal cord tumor or spinal frac- 
ture with cord injury. When the test is posi- 
tive, it means that there is pressure on the 
cord, and usually operation is necessary to re- 
lieve that pressure. 

Unfortunately the test does not tell where 
“the block is located, In the absence of sufficient 
clinical signs to localize a lesion, the level may 
be determined by injection of air into the spinal 
canal in the lumbar region or lipiodol into the 
cisterna magna, In either case roentgenograms 
taken with the patient in the upright position 
will locate the obstruction as being where the 
air or iodized oil stopped. These latter tests 
are not necessary except to localize the lesion 
when the clinical findings are insufficient. The 
(Jueckenstedt test is sufficient to diagnose a 
spinal block. 

Recently the Queckenstedt test has been 
used by Coleman, Dowman, Ayer and others 
in the diagnosis of lateral sinus thrombosis fol- 
lowing mastoiditis. Instead of compressing 
both jugular veins at spinal puncture, just one 
is compressed at a time, and the side com- 
pressed showing no rise in the spinal fluid pres- 
sure indicates an obstructed lateral sinus, es- 
pecially when compression of the opposite 
jugular vein causes a rise in the spinal fluid 
pressure equivalent to that of double jugular 
compression. 

Spinal puncture may be combined with 
puncture of the ventricle or cisterna magna. 
The double puncture may be done for the pur- 
pose of irrigation in the case of meningitis, 
to administer drugs or serums nearest to the 
diseased area, to obtain fluid for examination 
at different levels, and to confirm or disprove 
a block between two points by the difference 
in the pressure readings in the two needles or 
the failure of a dye to pass from one needle 
to the other, Frequently the latter is of great 
aid in differentiating certain types of hydro- 
cephalus. Puncture of the cisterna magna or 
ventricle is potentially more dangerous than 
lumbar puncture and should not be done by 
one inexperienced in neurological surgery. 

To summarize, the following brief state- 
ments may be made: 

1. Spinal puncture is usually a harmless pro- 
cedure, but may be highly dangerous when 
the intracranial pressure is sufficiently great 
to produce choked disc. 

2. The spinal fluid pressure at every punc- 
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ture should be measured preferably with a 
giass water manometer. 

3. The presence of a positive Queckenstedt 
test is evidence of a block and usually means 
pressure on the spinal cord. It is of great aid 
in the diagnosis of spinal cord tumor and frac- 
ture-dislocation of the vertebra with cord com- 
pression. 

4. Spinal puncture may be combined with 
punctures of the cerebro-spinal system at 
higher levels for help in diagnosis and therapy. 
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DISCUSSION. 

Dr. C. C. COLEMAN, Richmond: I want to empha- 
size one feature of Dr. Lyerly’s paper that he did 
not have time to enlarge upon. 

We know that there has been the greatest differ- 
ence of opinion as to how acute injuries of the spinal 
cord should be treated. In a group. of a dozen 
neurological surgeons about one-half will advocate 
early operation, whereas the remainder will believe 
that operation is rarely indicated. We have been 
troubled for a number of years about what should 
be done with fractures of the spine associated with 
severe cord injury. They are very frequent indus- 
trial accidents. When Queckenstedt described his 
method of determining obstruction of the spinal sub- 
arachnoid space by spinal puncture and jugular com- 
pression, we began to make this test routinely when- 
ever a spinal puncture was done. We did not be- 
gin, however, to apply it in the decision as to opera- 
tive treatment until January, 1924. 

It is certainly true that operation is not indi- 
cated in fracture of the spine unless there is pressure 
upon the cord. Pressurg upon the cord cannot be 
determined by early clinical study. We have be- 
lieved that when there is a spinal block, as deter- 
mined by the Queckenstedt test, an unequivocal in- 
dication for operation exists, but often, even in the 
presence of pressure upon the cord, the decision for 
operation must be left to the judgment of the sur- 
geon. If the patient is in a good general condition 
and the Queckenstedt test is positive, operation 
should be done at once. On the other hand, no mat- 
ter how severe the spinal cord lesion may be or how 
extensive the paralysis, if there is no block, there 
is no indication for operation in these cases. The 
test is a simple one, but requires considerable re- 
finement of technic in making it properly. Unless 
the test is properly made, erroneous interpretations 
may result and no help will be obtained from the 
test in the study of the case. 


Dr. R. Frntey GAYLe, Richmond: There are sev- 
eral points in Dr. Lyerly’s paper which I think are 
of great importance and should be emphasized. 
Aside from the spinal block, which Dr. Coleman dis- 
cussed, the most important thing is that a careful 
preliminary neurological examination, including an 
examination of the optic disc, should be insisted 
upon for the reason that a spinal puncture should 
not be attempted in the face of any evidence of 
choked disc. Spinal fluid pressure should be esti- 
mated by the spinal manometer, as much informa: 
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tion may be gained by this procedure, and sinc 
estimation of spinal fluid pressure by the drop 
method, which was for a long time universally used, 
is insufficient and really gives very little information 
of value. The manometer is a’simple instrument 
easily used, and should be employed in all cases of 
spinal puncture. 

The question of headache following a spinal punc- 
ture is a source of much worry to those of us who 
do many spinal punctures. I should very much ap 
preciate Dr. Lyerly’s giving us any information hx 
might have relative to its cause and treatment. 





XEROPHTHALMIA IN INFANTS.* 
By ST. GEO. T. GRINNAN, M. D., Richmond, Va. 

Blindness in infants has until recent years 
been regarded as largely due to gonorrhoea or 
injury and infection. 

Recent studies have shown that many case 
of impaired vision and blindness are nutri 
tional deficiencies and that season is an im 
portant factor. Dr. Bloch', of Copenhagen. 
has done most excellent work in observing and 
diagnosing and reporting hundreds of cases of 
nutritional eye troubles resulting in blindnes 
in Denmark, due to lack of butter fat. Dr 
Bloch’s work has been reported continuous!) 
for the past ten years. 

McCollum? and Simmonds have carried out 
extensive animal experiments which prove 
xerophthalmia to be specifically due to lack of 
fat Soluble A. 

As pointed out by McCollum’ and Stepp 
“every animal and plant cell contains certain 
substances having the physical properties of 
fat” in addition to protein, carbohydrates, 
water, etc. They also note* that small devia 
tions from the optimal composition of the food 
may, in certain cases, produce profound 
changes in the manner of organization of the 
finer structure of living tissue. 

Experimenters agree that the xerophthalmia 
(thickening of the conjunctiva, watering, pho 
tophobia, impaired vision), keratomalaci: 
(haziness and shriveling of the cornea), xero- 
sis (dryness of the ocular conjunctiva) are 
due to the lack of fat soluble A vitamin. 

Lipins have been extensively studied by 
Stepp and McCollum as embracing the fat» 
necessary for proper growth of animal tissue. 

Among the lipins cholesterol and the sterols" 
are especially important as antiophthalmic and 
antirachitic constituents. “No difference was 
found in the sterols of egg yolk fat, cod-liver 

*Read at the fifty-sixth anual meeting of the Medical Society 
of Virginia, in Richmond, October 13-16, 1925. 
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oil, butter fat and hazel nut oil that could be 
correlated with biological value.” 

Mori reported eye impairment due to de- 
ficient diet in 1904. He reported fourteen 
hundred cases in Japan within two years, 
1905-1907.6 His cases showed xerophthalmia, 
keratomalacia and xerosis. Chicken livers 
and eel fat were regarded as an effective 
remedy. Mori’s cases were treated with cod- 
liver oil. 

In Labrador, Dr. Grenfell reported an in- 
teresting condition. In the late winter, “spring 
staggers,” “spring catarrh” and night blind- 
ness, (nyctalopia) was a common occurrence. 
The diet of these people consisted of degermi- 
nated or bolted wheat flour, canned meats, salt 
tish, molasses and tea, This diet was deficient 
in fat soluble A. Cod livers were found to be 
an efficient cure. 

During the Lenten Feasts in Russia nyctalo- 
pia (night. blindness) is endemic. Reports 
from India and from Brazil showed that 
slaves on deficient diets commonly had night 
blindness. 

In Calcutta the eyes were poulticed with an 
exudate of fresh goat’s liver and the liver was 
included in the food. 

The value of cod-liver oil as a cure for night 
blindness has been noted from early times. 

The eye lesion does not occur early in the 
disease, These cases are not always emaciated. 
They are depressed and listless. They fail to 
gain weight or lose weight. Rickets may not 
he present. 

The first symptom of xerophthalmia is night 
blindness and xerosis or drying of the ocular 
conjunctiva, The conjunctiva is thickened and 
the eye appears an acute infected ophthalmia. 
There is a constant watering of the eye and 
severe photophobia. Simple infection soon is 
noted. When the dryness or infection extends 
over the cornea, the cornea shrivels and pieces 
become necrosed. So great is the photophobia 
that the child will remain for weeks or months 
with the head buried in a pillow and cry when 
moved. The scars on the cornea are hazy and 
unless treatment is begun promptly will re- 
sult in permanent blindness. Some of the 
scarring or haziness when treatment is begun 
will disappear but some haziness, if the xero- 
sis has gone that far, will remain. 


For severe cases Bloch’ gave cod-liver oil 
by mouth and he gave 0.5 c.c. of cod-liver oil 
hypodermically daily and increased it to 1 c.c. 
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This was done for the first four to eight days. 
The cod-liver oil was sealed in glass and put 
in boiling water to sterilize. Using this treat- 
ment he restored sight in five infants. The 


xerosis swelling and secretion of the conjunc- 
tiva disappeared sooner than in other similar 
patients not given cod-liver oil hypodermi- 
cally. 

In Denmark the widespread xerophthalmia, 
especially during the World War, was due to 
The poor could only af- 


the butter exports. 
ford separated milk. 

Xerophthalmia ceased when the German 
blockade kept butter in Denmark and butter 
was rationed. 

The disease is most prevalent in late winter 
and spring. March has the highest per cent 
of cases. Grass milk is better than winter 
milk. 

No cases were noted in breast fed infants. 

Case 1. E. B. E., aged eleven months, white, 
male, weight thirteen pounds, undernourished. 
Admitted January, 1924, for chronic conjunc- 
tivitis and malnutrition. Yellow scaly erup- 
tion behind the ear and both cheeks scaly. 
Right eye had a mucoid discharge. Had been 
treated some time with a boric acid wash. 
Nose, mouth, tonsils, pharynx, neck, thorax, 
heart, lungs and abdomen negative. Wasser- 
mann negative. Dry skin. Reddening of eye- 
lids, watery discharge, little pus, culture 
showed some streptococci. 

Hemoglobin 

Leucocytes 
Polymorphonuclears 

Small lymphocytes 

This child’s eyes were treated with the usual 
remedies for conjunctivitis, Photophobia was 
severe. 

He remained with his face down for three 
months. The condition did not improve. It 
was decided that this was a case of xerophthal- 
mia and he was given cod-liver oil, one drachm, 
three times daily. He was also given egg 
yellow, milk and cereal. The effect was much 
more rapid than could be imagined. In three 
weeks’ time, the photophobia had disappeared 
and the conjunctivitis almost entirely disap- 
peared. The eye sight has been entirely re- 
stored and has made a complete recovery. Dis- 
charged, May 23, 1924, weight nineteen pounds, 
and cured except for the blockage of one 
lachrymal duct due to infection. 

Case 2. J. H., age two years, two months, 
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female, Admitted November 1, 1923, to ortho- 
pedic department, for tubercular hip, conjunc- 
tivitis and bronchitis. On admission the con- 
junctivitis was slight. 
December 17th. Conjunctivitis was severe in 
left eye. Eyelids swollen. 
December 25th. Eyes worse. 
Bilateral conjunctivitis, lid red and swollen. 
Examination of blood showed 4,000,000 rec 
blood corpuscles. 
Hemoglobin 
Fo, smanene 12,000 
Polymorphonuclears 
Wassermann Negative 
Examination of eye discharge showed many 
disintegrating polymorphonuclears, no organ- 
isms found. 


The eye condition continued very distressing. 


This condition existed for more than one 
year and treatment for chronic conjuctivitis 
showed no improvement. It was decided that 
this was a case of xerophthalmia. There was 
marked xerosis and scarring of the cornea. The 
left eye was blind. Cod-liver oil and egg yel- 
low was begun. This child who had been lying 
with her head down in the pillow all the win- 
ter got up in two weeks and in one month’s 
time the photophobia was gone.’ The eyes be- 
gan to assume a normal appearance except for 
the scarring of the cornea. Gradually some of 
the scarring of the cornea disappeared but that 
which had existed longest did not leave. The 
sight of one eye was partially saved, one ap- 
parently lost. 

In the treatment of these cases of xeroph- 
thalmia no treatment other than diet was 
given. All eye applications to the eye were 
stopped when antiophthalmic diet was begun. 

Pork fat has not the antirachitic fat Soluble 
A that is found in butter fat, and the farmer 
who sells his butter and feeds his child on 
skimmed milk is taking a great risk. 

An attempt has been made to isolate the 
specific antirachitic element in cod-liver oil by 
many experimenters. 

Steinback® isolated cholesterol from cod-liver 
oil and found it antirachitically inactive, but 
exposure to ultra-violet ray made it active. 

Light and radiation is.a factor in this dis- 
ease and infants who suffer from a long illness 
and are kept in a hospital should be supplied 
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with sufficient Fat Soluble A Vitamin, espe 
ially in the dark months. 

Pliny’s remark that “Sol est remediorum 
maximum” is being realized more today than 
ever. 


REFERENCES. 

1. Bloch, C. E. Blindnes and Other Diseases in Chil- 
dren Arising from Deficient Nutrition (Lack 
of Fat Soluble A Factor). Amer. Jour. Di 
Children. Vol. 27, No. 2, p. 139, February, 
1924. , 

. McCollum. 
Second Edition. 

3. Ibid. p. 242. 

- Ibid. p. 410. 

5. Steinback, Nelson H. J. Biol. Chem. Vol. LXIV., 
1925. p. 300. 

3. McCollum. The Newer Knowledge of Nutrition. 
Second Edition. p. 249. 

. Bloch. Amer. Jour. Dis. Children. 
6. p. 666. 

3. Steinback, Nelson H. 
LXIV, 1925. p. 311. 


925 West Grace Street. 


The Newer Knowledge of Nutrition. 
p. 241. 


Vol. 28, No. 


Jour. Biol. Chem. Vol. 


DISCUSSION. 

Dr. W. B. McILWAINeE, Petersburg: Dr. Grinnan’s 
paper ought to be of interest not only to men in 
pediatrics, but to all practitioners of medicine. It 
plainly shows that the one thing to give to a child 
when it comes to you, if you are in doubt, is cod- 
liver oil, instead of quinin or bromides or peptones. 
Xerophthalmia very often is not diagnosed, but is 
cured by a competent doctor by giving the proper 
diet and cod-liver oil. If a doctor pays the proper 
attention to nutrition, he will cure these cases even 
if they are not diagnosed. 

I want to ask two questions. The first 
these cases occur very often in colored children? 
The other is, does Dr. Grinnan think the hypodermic 
administration is necessary in cases of this kind? 

Dr. FLETCHER D. Woopwarp, University:—I have 
seen a few of these cases. The experience that we 
have had in this type of eye condition has usually 
been in the mountain children of Virginia up around 
Charlottesville. We see conditions that we class 
as due to lack of vitamin A which, perhaps, if not 
treated with cod-liver oil, would progress to xeroph- 
thalmia. I recall having seen only one marked case 
of xerophthalmia. The child was entirely blind in 
both eyes. Examination gave the impression that 
cornea and conjunctiva had been entirely replaced 
with epithelium, and that if you could get through 
that hazy covering you would get a clear cornea un- 
derlying. Of course, that cannot be done. This 
was a very advanced case that came from the moun- 
tains of Virginia. 

Dr. St. GEorRGE T. GRINNAN, Richmond, closing the 
discussion: With regard to this conditinn in col- 
ored children, we have one colored child that came 
here from North Carolina that is totally blind. 

As to the hypodermic use of cod-liver oil, I have 
not tried it. Bloch says he uses it only in extreme 
emergency. He said by its use he thought he had 
saved the sight of five children. He had seventy- 
nine cases of his own. 


is, do 





1926] 


OVA IN GALL TRACT DRAINAGE.* 


By ROBT. SHEFFEY PRESTON, M. D., Richmond, Va. 
Associate in Medicine, Medical College of Virginia. 
The only reference found in the literature 


of ova having been obtained by duodenal 
lavage is “that hookworm ova could be aspi- 
rated through the duodenal tube, although this 
maneuver was not successful often enough to 
serve as a practical aid in diagnosis.” No 
record has been found of any ova ever having 
been discovered in the drainage of the biliary 
organs through the duodenal tube. The closest 
analogy to our case is one of Smithies,’ in 
which cercomonads were in the gall-bladder 
fraction of bile and only in that fraction. 

Unsuccessful attempts have been made by 
us to find ova in the duodenal drainage of cases 
of known infestation with ascaris and unci- 
naria. The occurrence of these in the human 
is more frequent than giardia, yet these motile 
parasites show a predilection to attack the 
duodenum? and we have found them not un- 
commonly in the drainage from this region. 
It would be surmised that the duodenum is 
not the favorite habitat of intestinal parasites, 
nor such a frequent one as has been thought. 

The common round or eel worm, ascaris 
lumbricoides, has been found in many places 
in the human body.’ Like the spirochaeta 
pallida it may cause a variety of symptoms 
simulating many morbid conditions, Its exist 
ence ofttimes is made known by its wander- 
ings, which tendency endangers the host. More 
people are infested by it than by any other 
parasite. It causes liver abscesses next in fre- 
quency to the amoeba histolytica. Its ovum 
is very resistive on account of the impermea- 
bility of its chitinous wall‘, though it is said 
that its albuminous membrane can not be seen 
after having been left in urine or bile. 

The ova obtained from the bile of the case 
herewith reported are shown under the micro- 
scope. There has been observed little variation 
in their appearance. They agree with the pic- 
tures and measurements given by Wellman,’ 
who says that they are the constant product 
of the female ascaris lumbricoides that fails 
to get her eggs fertilized. Vierordt® states 
that the female can penetrate the liver and 
deposit eggs, which exceptionally undergo 
segmentation. 

Ascaris ova differ widely. One of these aty- 
pical ones is the unfertilized ovum. It is by no 





*Read before the fifty-sixth annual meeting of the Medical 
Society of Virginia, at Richmond, October 13-16, 1925. 
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means rare’, and is usually seen in the feces of 
persons infested with only a female parasite. 
It was first reported in 1902.8 Logan® found 
it in seven cases in which a single female worm 
was evacuated from each individual, after 
which the ova in the feces ceased. Dr. Chas. 
W. Stiles found the same peculiar eggs in a 
patient and said that he agreed with the dis- 
coverers’, who concluded that they are not fer- 
tilized, It is said that this ovum when taken 
from the uterus is finely granular, whereas in 
the feces it is coarsely globular. The albu- 
minous coating is less in the unfertilized than 
in the typical egg and disappears entirely. 
This is due to lack of nourishment.” This eg 
is longer and narrower than the fertilized eg 
and is generally elliptical. 

We can find no record of how long a female 
ascarid can continue to lay eggs nor how long 
she can live in the human, Experimentally it 
is known that eggs are laid as many as eight 
times. The probable duration of life of the 
worm is three to five years.” 

The patient has been under observation since 
1915. Her age is fifty-six and her weight is 
one hundred and eighty. Her stature and ex- 
cessive coloring attract attention and cal! forth 
skeptical comment as to her health. She has 
had much digestive disturbance, attributed to 
irregular habits, The principal complaints 
have been nausea, giddiness, constipation, 
cramps and paresthesias in lower extremities 
and attacks of pain in the hepatic and right 
renal regions. 

As a child she had scarlet fever and fre- 
quent attacks of tonsillitis. 

In 1912 trachelorrhaphy and appendectomy 
were performed on her and in 1914 a vaginal 
hysterectomy, Much dental work has been 
done and the tonsils have been removed. De- 
spite two operations, hemorrhoids have given 
trouble for twenty years. Unsatisfactory treat- 
ment has been received for an ureterg! stric- 
ture, pyonephrosis and sinusitis. 

In 1921 an attack of neuritis, principally in 
the right shoulder, necessitated ten days’ hos- 
pital treatment. One week afterwards, a 
bloody diarrhoea occurred and continued for 
six days. She attributed this to eating raw 
figs while in Italy. 

Noticeable on examinations have been the 
good nourishment, puffiness and dark discolora- 
ration around the eyes, flushing of the face, 
marked dermatographia, tenderness in arms 
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and legs and particularly in gall-bladder and 
right renal regions, The pharynx has usually 
been injected, probably due to a nasal septum 


deflection, The reflexes and retina seem nor- 
mal. There has been no glandular enlarge- 


ment. Cardiac response to stimuli has been 
very active. The systolic blood pressure has 
been from 145 to 170 and the diastolic 90 to 
100. Signs of moisture have existed at the 
base of the right lung. General tenderness has 
persisted in the abdomen, usually with right 
rectus resistance increased. 

The X-ray in 1921 showed the gall-bladder 
listended and its walls thickened; the stom- 
ach, duodenum and kidneys normal; adhesions 
in right iliac fossa, Gall-bladder operation 
was then advised but was refused. It was de- 
laved, probably by the benefit derived from 
drainage, till April, 1925, when cholecystec- 
tomy was done. 

The first transduodenal drainage was in 
October, 1921. The aspirated bile showed 
signs of inflammation. Four times at long in- 
tervals the drainage was repeated with pleas- 
ing symptomatic effects. The patient gave 
credit to them for clearing her complexion and 
requested their repetition, although the ef- 
fects were sometimes severe, such as nausea, 
cramps in the right hypochondrium, diarrhoea, 
and once unconsciousness. 

A yaccine made from this bile produced a 
pronounced reaction. Biliary drainage was 
done in March, 1923, and apparently relieved 
the suffering and exquisite tenderness in the 
gall-bladder region which had confined the 
patient to her bed for a week. 

Three taps were done in August, 1924. The 
principal complaints then were fatigue, neuri- 
tis, bad complexion, edema of the eyelids, ach- 
ing in the right back and perverted appetite. 
The bile from the first tap was small in 
amount, of light color and contained many pus 
cells, Five days later 300 c.c. of thick, black 
bile drained off. In this many ova were found. 
On previous taps the bile had never heen so 
black, nor so much, nor of such consistency. 
Never had ova been found prior to this in the 
bile and never have they been seen in the con- 
tents of the fasting stomach and duodenum. 
One week later the aspirated bile was lighter 
in color than “B” bile usually appears. No 
ova could be found in it. On a subsequent tap 
the flow was straw colored and then clear. In 
these specimens, again, no ova could be found. 
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A second instillation of magnesium sulphate 
promoted a flow of light yellow, then black 
and then yellow bile. Ova were found in the 
black bile. 

On December 15, and 20, 1924, and January 
8, 1925, the bile was again drained. Ova were 
found in all the specimens of dark bile and in 
some of those after the gall-bladder fraction 
had ceased, but in none of those obtained be- 
fore it began. The miscroscopic signs of in- 
flammation in this series of tappings were less 
than had been found in August. During this 
series the eosinophils had increased to 50 per 
cent. This was thought to indicate a reaction 
to the treatment and a sensitization to the 
poison, A skin reaction was obtained with 
powdered ascaris worms.” 

One ovum was found in the feces at this 
time, after the administration of anthelmin- 
tics. It was‘identical in appearance with those 
in the bile. On numerous previous fecal ex 
aminations we had failed to find any ova. Sub- 
sequently they could be found. 

The bile obtained at operation directly from 
the gall-bladder contained the ova. There was 
less evidence of inflammation in it than had 
appeared in the “B” bile. Staphylococci 
aureus were cultured from it. They were also 
grown from the “B” bile in addition to colon 
bacilli. The gall-bladder contained approxi- 
mately five ounces of dark bile and two small 
calculi. Unfortunately it ruptured on re- 
moval and a separate bile specimen was not 
obtained from the common or hepatic duct 
nor could the liver be carefully explored. 
Unsuccessful attempts to incubate the ova 


were made by Dr. Chas. W. Stiles. He con- 
cluded that they are the unfertilized eggs of 


ascaris lumbricoides and suggested that a fe- 
male worm might be in the biliary tract. At 
first the ova were found only in the gall-blad- 
der fraction of bile. Naturally we assumed 
then that the gall-bladder was the habitat. 
Later when the “C” bile also contained ova, 
we concluded that the ova were passing 
through the liver. They probably had accumu- 
lated in the gall-bladder with the back flow of 
bile. They were more plentiful, five in a low 
power field, in the first aspiration of “B” bile 
than in subsequent ones. At first the ova were 
thought to be those of hepatica fascioli. They 
were too small, would not hatch, and no oper- 
culum could be found to enable us to identify 
them as such. 
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Laporatory Finpings: Summary—leucocy- 
tes 5,000 to 10,000; polymorphonuclears 33 to 
81 per cent; eosinophils 24 per cent in October, 
1921, and as high as 50 per cent; hemoglobin 
85 to 100 per cent; blood sugar .06 to .08; Was- 
sermann negative; Kottmann accelerated: 
coagulation time 414 minutes. 

Urinalyses showed constant pyuria and oc- 
casionally casts and red blood cells. A culture 
produced colon bacilli. Albumen was present 
but no sugar. Indican was increased, The 
power of concentration and diuresis was good 
and 50 per cent ’pthalein was excreted in two 
hours. 

The feces showed occult blood once and un- 
digested particles frequently. On the last four 
examinations ova have been demonstrated. 
They were found in the feces but not in the 
bile obtained October 10, 1925. 

A muscle tissue biopsy was normal. 

Two Ewald test meals proved an hypoacid- 
itv. The fasting stomach contained no bile 
and no free hydrochloric acid but an increase 
of mucus, epithelium, leucocytes and bacteria. 
Occult blood was present. 

Duodenal drainage contained clumps of leu- 
cocytes, 


In the bile there were mucous flakes, crystals, 
leucocytes, epithelium, bacteria and ova. 
© b] 


Treatment has been mainly symptomatic and 
eliminative. Urinary antiseptics and hydro- 
chloric acid have been employed frequently. 
Various anthelmintics, caprokol, instillations 
of mercurochrome into the duodenum and 
cholecystectomy have not entirely eliminated 
the ova. 

ComMENT.—This unusual case is perplexing 
diagnostically and therapeutically. It will be 
followed with interest. Presumably there is a 
female ascaris in the biliary tract, most likely 
inside of the liver. This parasite has existed 
there five or more years, judging from the long 
continued eosinophilia. It has been deposit- 
ing ova for more than a year. Its disclosure 
is credited to duodenal intubation. Attacks 
against it are made with skepticism. Persist- 
ent lavage treatment and proper vaccines will 
benefit the associated infections of the hepato- 
gastro-intestinal and kidney tract. 
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DISCUSSION 

Dr. W. A. BRUMFIELD, Blacksburg:—This is Cer- 
tainly a most interesting paper to me, and I think 
the most interesting part about it is that cases of 
such character are so rare, or possibly not so rare, 
but so rarely discovered. In one of our counties the 
examination of 512 school children showed that a 
little over seventy-nine per cent of them had this 
ascaris. In another county, examination of the 
children in the schools showed that seventy-eight 
per cent had it. 

Infection of adults is a very common thing. It is 
not necessary for anyone to go to Italy to be in- 
fected with ascaris, nor is it necessary to go out to 
the country districts. 

As the speaker has said, these ova are extremely 
resistant. 

It has been estimated that a female ascaris will 
lay sometimes 80,000 eggs a day. They may be de- 
posited on lettuce or celery or apples or any other 
food, and be ingested when such food is eaten raw. 

It has been shown by-experiments on guinea pigs 
and other animals that the first thing a worm does 
when coming out of the shell as an embryo is to 
penetrate the stomach wall; it gets into the blood 
vessels, passes through the blood vessels to the 
trachea tube and into the pharynx, is swallowed, 
and goes down to the digestive tract. In laboratory 
animals pneumonias are caused by these worms in 
the lungs. It is not certainly known that .such 
worms follow the same course through the lungs of 
children, but there is every reason to suppose that 
they do, and it is probable that they sometimes 
cause pneumonia. 

It is impossible for laboratory workers to distin- 
guish between pig round-worm and human round- 
worm. If eggs from a human are ingested by a pig, 
the parasites will develop. Feeding a child eggs 
from the pig has not been tried. So this problem 
of infestation with worms becomes much more diffi- 
cult to control than when we thought ascaris lumbri- 
coides was a parasite of man and only of man. 








Dr. Preston, closing the discussion: You will find 
that infestation with parasites accompanies trouble 
in the appendix and gall-bladder more frequently 
than is realized, if microscopic examinations are 
made oftener therefrom. Suitable vaccines made 
from cultures taken at operation, I believe, lessen 
the convalescence and subsequent operations. 





SOME INDICATIONS FOR CALCIUM 
THERAPY.* 


By O. O. ASHWORTH, M. D., Richmond, Va. 
Medical Department, St. Elizabeth’s Hospital. 


Calcium is present in practically all cells 
and tissues, Only a few of the lower fungi are 
able to live without it. The daily requirement 
for man has been estimated as .7 to 1.5 gms. 
Iixcess of calcium is depressant to most nerv- 
ous and muscular functions, and is antagonistic 
to magnesium and sodium. These systemic 
actions are produced only on excised tissue or 
with intravenous injections, since the absorp- 
tion of calcium is quite slow. 

Acute deficiency of calcium produces stimu- 
lation of the nerves and muscles, as is seen in 
oxalate poisoning. Stimulation may also be 
produced by an over-dosage of intravenous 
citrates or tartrates which decrease the ioniza- 
tion of calcium. Ordinary diets yield an aver- 
age of 1 gm. of calcium per day. It is there- 
fore probable that the intake may often be 
deficient, especially during pregnancy and 
lactation. It may easily be increased by drink- 
ing milk or diluting table salt with an equal 
amount of chalk. 

Only a part of the calcium intake. is ab- 
sorbed.- Forster estimates the absorption as 
about 60 per cent from meats and vegetables. 
A pint of milk will supply about .5 gm. of 
soluble calcium. Analysis shows that the ad- 
ministration of several grams per day of the 
chloride or lactate of calcium increases the 
calcium stock of the tissues even in well-fed 
adults. The red blood corpuscles contain very 
little calcium; so there is a marked difference 
between the calcium content of the whole blood 
and of the serum. The normal calcium con- 
tent of the serum is between 9 and 11 mg. per 
100 c.c., and is found decreased in but few 
pathological conditions. It is often decreased 
in tetany, scurvy, rickets, jaundice, acidosis 
and tuberculosis. 

It has been pointed out by Halverson that 
the plasma is a practically saturated solution 
of calcium bicarbonate. The calcium content 
could therefore not be materially increased; 


*Read at the fifty-sixth annual meeting of the Medical Society 
of Virginia in Richmond, October 13-16, 1925. 
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but any loss of calcium would be made good 
by the solution of calcium from the bones. 

Experiments upon isolated organs show tliat 
increase of calcium ions decreases the perme- 
ability of the cell membranes of the vascular 
endothelium by its precipitant effect on the 
cement substance of the endothelium (Chiori 
and Janushe). 

The intravenous injection of calcium pre- 
vents the pleural effusion which ordinarily oc- 
curs after the fatal doses of sodium iodid and 
diphtheria toxin. Deltjen observed that small 
traces of calcium lessen the solvent action of 
distilled water on cells. Herbst found that 
sea urchins swell when calcium is removed and 
shrink when it is added. Hulse interprets the 
discharge of edema fluids as being due to the 
diminution in the water binding power of 
colloids, which is caused by bivalent calcium 
cations. Haldane and his co-workers, in 
studies of the acidosis of calcium chloride 
origin, noted the diuresis, fall in alveolar CO.z, 
the increased excretion of sodium, ammonia, 
and the total acids of the urine. These ob- 
servers offer the theoretical explanation that 
the diuresis is due to the acidity whereby the 
blood and tissue proteins are brought nearer 
the iso-electric point, diminishing osmotic pres- 
sure and causing loss of water. 

Blum and others have explained the diuretic 
action of calcium chloride by its effect on re- 
tained sodium. They believe edema is due to 
sodium retention. Calcium provokes a loss of 
sodium which carries with it water. It seems 
that after the injection of calcium chloride, 
the calcium is eliminated by the bowel while 
the chloride is absorbed, becomes attached to 
the retained sodium, and passes into the urine, 
allowing the escape of water. 

Keith, Barrier and Whelan, of the Mayo 
Clinic, in treating two cases of nephritis with 
edema, found that calcium -chloride caused 
diuresis and loss of edema. A study of the 
inorganic ions during the diuresis showed a 
positive balance of calcium and a negative bal- 
ance of chlorine and sodium. In these cases 
sodium was discharged in the urine in large 
amounts. 

In regard to the depressant action, the 
rhythmic contractions of skeletal muscle when 
immersed in sodium chloride solution are 
abolished by calcium. Over-dosage of in- 
travenous injections lowers blood pressure, 
paralyzes the heart and respiration, arrests 
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diuresis and checks peristalsis. Animals die 
of central paralysis a few days after injection 
of .3 to .4 gm. calcium chloride per kilo. 

Pottenger first called attention to the value 
of intravenous injections of calcium chloride 
in the treatment of bronchial asthma and the 
relief of pylorospasm or enterospasm in tuber- 
culous patients. He gives as a biological rea- 
son for its use in asthma, that asthma is due 
to a local yagotonia and a condition in which 
the neuromuscular mechanism of the bronchial 
system is in a state of hyper-irritability. The 
action of the vagus depends upon the presence 
of potassium, and increased vagus action de- 
pends upon a preponderance of potassium ions 
as compared with calcium ions in the bronchial 
tissues. The action of calcium upon the cell 
results in the same physiological process as 
adrenalin, and the effect of calcium is of much 
longer duration and is efficient in supplement- 
ing the action of adrenalin and relieving the 
paroxysms for a longer time. 

Luckhardt and Goldberg found that com- 
pletely parathyroidectomized dogs could be 
cured of parathyroid tetany by the daily ad- 
ministration of 1.5 gm. per kilo. body weight 
of calcium lactate orally, and that after sev- 
eral months its administration could be stopped 
entirely without the appearance of tetany. As 
a result of muscular exercise or excitement, re- 
cently parathyroidectomized dogs on a low 
calcium intake might show suddenly seizures 
seen in grand mal attacks of idiopathic epi- 
lepsy. On the basis of these findings, they 
suggested the use of calcium lactate in idio- 
pathic epilepsy. 

Walters, of the Mayo Clinic, in studying the 
cause of mortality in a series of cases of ob- 
structive jaundice, found that 50 per cent of 
the cases who died after operation succumbed 
from intra-abdominal hemorrhage, and in most 
cases post-operative hemorrhage occurred 
when the coagulation time of the venous blood 
was more than 9 minutes. Study of the blood 
in jaundiced patients showed a deficiency of 
calcium, and the routine administration of 5 
to 10 cc. of 10 per cent calcium chloride in- 
travenously greatly reduced the coagulation 
time of the blood and diminished toxemia in 
these cases with resultant lowered mortality 
following operation. 

In a series of experiments with dogs by ty- 
ing off the common duct, it was found that the 
dogs that received intravenous injections of 
calcium chloride lived much longer, and did 
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not appear so toxic as did those that did not 
receive the calcium chloride injections. 

King and Stuart believe that bile pigments 
in combination with calcium are less toxic than 
uncombined pigments. They consider calcium 
a protective mechanism against the circulating 
pigments of obstructive jaundice. King, Big- 
low and Pierce conclude that obstructive 
jaundice produced in dogs results in a loss of 
calcium, the calcium being given up by the 
bone to neutralize the toxic bile pigments cir- 
culating in the blood and tissues. Such neu- 
tralization affords protection to the body, but 
may lead to secondary disturbances, such as 
bradycardia and changes in the blood coagu- 
lation time. 

In view of the work of these investigators, 
the belief seemed justified that calcium offers 
the best means of preparing jaundice patients 
for operation. Calcium given by mouth has 
not proven efficient in these cases except in 
extremely large doses. 

Calcium injected directly into the blood 
stream acts much like digitalis, in that small 
doses accelerate and strengthen the heart, and 
large doses seem to be poisonous, tending to 
bring the heart to a stand-still. No ill effects 
have been noted by those using calcium 
chloride intravenously. The patient first has 
a sensation of warmth about the face and neck, 
sometimes a slight tingling of the fingers and 
toes, or he may break out in a profuse per- 
spiration and have slight nausea if the injec- 
tion is given too rapidly. Tissue necrosis will 
occur if given outside the vein. 

From a consideration of the foregoing facts, 
it seems that there is a rational basis for the 
intravenous or oral administration of calcium 
in the treatment of: (1) bronchial asthma, (2) 
hay fever, (3) serum disease, (4) spastic colon 
and spastic pylorus, (5) relief of pajn in 
tuberculous enteritis, (6) nephritic edema, (7) 
tetany, (8) epilepsy, (9) hemoglobinuria, (10) 
purpura, (11) jaundice, and (12) recurrent 
pleural effusion in pneumothorax. 


Case Reports 

Case 1. Mrs. G. V., aged 51, married, house- 
wife. Under observation since June 25, 1924. 
Chief complaint: Asthma. Present illness be- 
gan in August, ten years ago, not following 
any acute illness. She had been conscious of 
wheezing in chest practically all of the time 
since the onset. The paroxysms had been fre- 
quent since the onset and more severe during 
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March and August. They usually come on 
and last during “bad” weather. The par- 
oxysms were relieved at first by injections of 
adrenalin, which eventually lost their effect. 
Iodides, vaccines and the various proprietary 
asthma remedies, had been tried, but gave only 
transient relief. She has been treated for : 
chronic sinus infection for four years. There 
is no history of pulmonary trouble in the 
family. Aside from thoracic signs connected 
with asthma, no abnormalities were noted ex- 
cept moderate cyanosis. From a general exami- 
nation there was evidence of a chronic pan- 
sinusitis and pyorrhea. Laboratory examina- 
tion: Sputum negative for tubercle bacilli. 
Urine showed a trace of albumin. Blood hemo- 
globin 85 per cent. White blood cells 8,900; 
eosinophiles 2 per cent. Protein sensitization 
tests to all of the usual foods, pollens and 
emanations were negative except that there was 
a four-plus reaction to chicken and goose feath- 
ers. 

Treatment: The patient was advised to dis- 
pose of feather pillows and mattresses. An 
autogenous vaccine was made from her sputum 
and injections were given over a period of ten 
days, which seemed to aggravate the symptoms. 
On July 15th, the patient was given 5 c.c. of 
10 per cent calcium chloride intravenously and 
thyroid extract was prescribed 4 gr. after 
meals. The injections were repeated twice per 
week, and the patient stated that after the 
second injection she was more comfortable 
than she had been for years. She was given 
weekly injections of calcium chloride, and 14 
dram calcium lactate after meals over a period 
of three months and an occasional injection 
since. The expectoration decreased and she 
has had but few severe paroxysms of asthma, 
which she attributes to over-exertion in her 
work, 

Case 2. Mr. C. O., age 22, white, male. 
First examined August 8, 1923. Examination 
of the chest showed evidence of advanced bi- 
lateral pulmonary tuberculosis with extensive 
activity in both lungs. After six weeks of rest 
in bed at home, the patient was sent to a sana- 
torium for nine months. He was discharged 
May 15, 1924, as unimproved. His poor pro- 
gress was attributed to frequent digestive dis- 
turbances. He again came under observation 
May 24, 1924. His general appearance was 
slightly better than when first seen, but there 
was no evidence from physical signs of im- 
provement in the chest condition. On July 8th 
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he began to have some general abdominal dis- 
comfort with diarrhea. A dose of castor oil 
was prescribed and followed by paregoric and 
chalk mixture. The diarrhea was checked, 
but his appetite was poor and the intestinal 
cramping persisted. Mild emesis was frequent 
after meals for several weeks. Intravenous in- 
jections of 5 c.c. of calcium chloride were given 
at five-day intervals from August 18, 1924, to 
December 1, 1924. The patient had a return 
of his appetite and was free from abdominal 
symptoms from August 19. He gained fifteen 
pounds in weight during the period of obser- 
vation. 

Case 3. G. D. A., a colored man, aged 45, 
was admitted to the City Home September 28, 
1924, complaining of generalized edema, head- 
ache, blurring of vision, palpitation of heart, 
fatigue and dyspnea which had begun seven 
months before. His past history as given was 
negative except for the usual childhood dis- 
eases. During January, 1924, he had con- 
sulted a physician who had given him some 
treatment which produced some amelioration 
of symptoms but recently his condition had 
grown worse and he was admitted to the City 
Home on a stretcher. He was orthopneic. 

The patient’s skin was waxy and all parts 
of his body were edematous. The abdomen and 
both pleural cavities contained a large amount 
of fluid. The heart was considerably enlarged 
and there was soft systolic murmur heard at 
all auscultatory areas, loudest at the mitral 
area and transmitted to the axilla. The second 
sounds were accentuated. The systolic blood 
pressure was 190 and the diastolic 110: pulse 
rate was 88, being regular in force and rhythm. 
The urinary output was six ounces in twelve 
hours, with specific gravity 1,024, albumin four 
plus, many hyalin and granular casts, On ac- 
count of the lack of facilities at the City Home, 
blood chemistry was not done. His hemo- 
globin was 80 per cent (Sahli); white blood 
count and smear appeared normal. Wasser- 
mann was two plus. 

The patient was given a daily purgative and 
one quart of fluid was drawn from the ab- 
domen. He was digitalized by the Eggleston 
method. His condition did not improve and 
six days later calcium chloride intravenously 
(10 c.c. of 10 per cent) was begun every 8 
hours. There was marked diuresis and within 
three days the patient could lie flat in bed 
with comfort, and the generalized edema had 
disappeared. Abdominal paracentesis was 











aan 2 had ch. oe 





yas 
‘is- 
m- 
me 
on 
ad 
ity 


rts 
nd 
int 
red 

at 
ral 
nd 
od 
lse 
mM. 
lve 
yur 
ac- 
ne, 
10- 
od 
er- 


nd 
ab- 


nd 
slv 
8 
1in 
ed 
ad 
yas 





1926] VIRGINIA MEDICAL MONTHLY. 775 


avain done and three pints of fluid were ob- 
tained. Within eight days the fluid had dis- 
appeared from the pleural cavities and the 
patient was able to be up and around the room. 
He was given routine antisyphilitic treatment. 
He was discharged from the City Home after 
two months in apparently good condition. 
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DISCUSSION. 

Dr. W. A. BRUMFIELD, Blacksburg: Has anyone 
made a study of the incidence of these affections, 
which are supposed to be benefited by calcium, east 
and west of the Blue Ridge mountains? West of 
the Blue Ridge, at Blacksburg, for instance, a man 
gets about a drachm of calcium carbonate a day if he 
drinks a normal amount of water. If calcium 
chloride will produce this effect, I wonder if calcium 
carbonate will? If so, any affection due to calcium 
deficiency that can be supplied by inorganic calcium 
should be unknown in limestone sections. We cer- 
tainly get calcium in cooking utensils, ‘stoves and 
boilers nearly everywhere in Virginia west of the 
Blue Ridge mountains. 

Dr. O. O. ASHworTH, Richmond, closing the discus- 
sion: It is not known definitely what causes the 
diuresis after the administration of calcium chloride. 
It has been suggested that bivalent calcium furnishes 
chlorine ions, which become attached to sodium and 
potassium, which pass into the urine, carrying with 
them water. 





THE PATHOLOGICAL VOMITING OF 
PREGNANCY.* 


By ROBERT PATTON KELLY, M. D., F. A. C. S., 
Lynchburg, Va. 


As a result of that disease, or condition, 
commonly known as hyperemesis gravidarum, 
or pernicious vomiting, far too many babies 
are victims every year of therapeutic abortion, 


*Read at the fifty-six annual meeting of the Medical Society 
of Virginia, in Richmond, October 13-16, 1925. 


done conscientiously, of course, to prevent 
death of the mother. 

Let no one infer from this statement that the 
writer is so extreme in his views as to con- 
sider this operation never indicated. On the 
contrary, he does believe that there have been 
many lives saved by recourse to therapeutic 
abortion, but he also believes that, with the 
proper treatment, the number of such opera- 
tions can be greatly reduced and the birth rate 
thereby as greatly increased. 

I have chosen to take as the subject of my 
remarks “The Pathological Vomiting of Preg- 
nancy.” I have selected this subject in order 
to distinguish the ordinary, probably non- 
toxic, vomiting from that which threatens life. 

Just where to draw the line between patho- 
logic and non-pathologic vomiting of preg- 
nancy is frequently rather difficult. However, 
to the close observer, it is usually possible to 
listinguish between the two, especially if we 
resort to complete analyses of the urine and the 
blood. 

Clinically, I would consider any case patho- 
logic in which the patient has been unable to 
retain any food and little or no water for a 
period of several days. In such a case the 
urine would probably show heavy or slight 
reaction to acetone and to diacetic acid, de- 
pending, of course, on the severity and dura- 
tion of the toxicity or starvation and dehydra- 
tion. 

Many present will find fault with these 
statements, no doubt, but I am speaking en- 
tirely from my personal experience, acquired 
from treating my own cases. Furthermore, 
there are very few men who are so situated 
that they can readily obtain blood sugar, CO. 
combining power, urea, etc., while, on the 
other hand, there are none who cannot examine 
for acetone and for diacetic acid; and my 
experience has been that, unless we can get 
rid of the acidosis in these cases we cannot 
hope for a favorable outcome. 

I believe that some of these cases are of a 
nervous origin and that, due to the insufficient 
carbohydrate and the accompanying dehydra- 
tion, they become bona fide cases of pathologic 
vomiting, curable only by relieving the acidosis 
and, incidentally, the starvation and dehydra- 
tion. 

It is assumed that each case is carefully in- 
vestigated for foci of infection and for every 
possible abnormality that might exist. It is 
also assumed that the psychologic side of the 
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case is carefully studied. Many of these pa- 
tients reveal very vulnerable nervous systems. 
Some of them give a history of having been 
spoilt or humored, and, as a rule, seem to be 
devoid of all will power. It is no small task 
to overcome all this, and they usually seem to 
show no desire to co-operate with the physi- 
cian, 

As to the incidence of this “disease,” figures 
vary. About fifty per cent of pregnant women 
have more or less vomiting in the early months 
of pregnancy. What percentage of these have 
pernicious, or pathologic vomiting, I am un- 
able to state, but a sufficient number, I am sure, 
to cause the average obstetrician considerable 
worry. 

In the early Fall of 1923, I suggested to Dr. 
R. B. Kennedy, then of the Chicago Lying-In 
Hospital, now of Detroit, the use of insulin 
with intravenous glucose, which latter we were 
already using to treat these cases. In the early 
part of January, 1924, I had a case of my own. 
I called Dr. D. P. Scott, an internist, of Lynch- 
burg, who uses much insulin, and asked his 
advice as to giving this patient glucose and 
insulin intravenously. He seemed to think it 
plausible, but we did not employ it in this 
case. 

In December, 1923, I was called to Roanoke 
by. Dr. S. S. Gale to see with him one of the 
sickest patients of this type I have ever seen. 
The patient had been sent in from a distance 
by her physician to Dr. Gale for therapeutic 
abortion. In this case I advised intravenous 
glucose, which Dr. Gale administered. The pa- 
tient recovered and was delivered in August, 
1924. 
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cured. I want to report, in more detail, this 
and two other cases. 

Cast 1. Mrs. A. L. B., age 36, Para 3, 
admitted to Virginia Baptist Hospital, Decem- 
ber 14, 1924, 2 P. M., referred by Dr. J: W. 
Devine. Therapeutic abortion was strongly 
considered by Dr. Devine, due to the extremely 
serious condition of the patient, who had been 
unable to retain food or water for some days. 
Her first pregnancy was twins, complicated by 
toxemia and spontaneous interruption at six 
and a half months. Second pregnancy was 
two years later with no complications, a gir!, 
birth weight 8 lbs., now living and well, 8 years 
of age; no pregnancies since. 

Past history: Negative, except for usual 
childhood diseases and “violent headaches” all 
life. These occur once or twice a month and 
have no bearing on menstrual periods. 

Last menstruation, first day, September 1, 
1924. 

When seen by me, December 14, 1924, patient 
was vomiting constantly, a typical picture of a 
severe acidosis. She was treated at first by 
absolute rest of stomach, sodium bromide and 
chloral per rectum, followed later by glucose 
and sodium bi-carbonate by Murphy drip. No 
improvement after 24 hours. 

On December 15th, 6 P. M., 60 gms. glucose, 
25 units insulin in 700 c.c. water was given 
intravenously. 

Bioop EXAMINATION. 

December 15th—W. B. C., 11,900, large 
lymphs 5 per cent, small lymphs 19 per cent, 
polys 76 per cent, Wassermann negative. 

Progress Notes: 

December 14th—Patient seems quite ill, 
vomiting incessantly, both food and water. 
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| | 
URINALYSES: | Specific Reaction Albumin | | Diacetic 

| Gravity | 
December 15th, 10 =A. M..... 1022 Acid 0 | 0 | 4 plus | 3 plus 
December 15th, 5 Ps Bienes 1026 Acid 0 0 4 plus | 3 plus 
December 16th, 12:05 A. M..... Not taken | Acid 0 Ps plus | 4 plus | 3 plus 
December 16th, 3 P. M.... 1022 Acid 0 | 0 | 4 plus | 2 plus 
December 17th, 9 A. M.. 1022 Acid Tr. 0 | 3 plus | 1 plus 
December 20th, 4:30 P. M... 1024 Acid 0 | 0 0 0 
December 21st, 9 A. M.. 1012 | Acid | 0 0 | 0 0 





On December 14, 1924, I was called in con- 
sultation by Dr. J. W. Devine, of Lynchburg, 
to see Mrs. A. L. B., who was suffering with 
a severe case of vomiting with pregnancy. In- 
sulin and glucose were administered the fol- 
lowing day, intravenously, of course, and the 
patient left the hospital in one week completely 


December 15th—Glucose gms. 60, insulin 
units 25, in 700 c.c. water, given intravenously 
at 6 P. M. 

December 16th—Since glucose solution in 
vein patient has practically ceased vomiting. 

December 18th—Patient feeling much bet- 
ter, retaining both food and water. 
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December 20th—Feeling fine, sitting up, eat- 
ing everything she wishes. 

December 21st—Patient perfectly well; go- 
ing home today. 


CasgE 2. Mrs, E. J. G., age 18, Para 1, ad- 
mitted to Virginia Baptist Hospital, May 31, 
1925, 11 A. M.; referred by Dr. D. P. Scott. 
On day of admission patient had been unable 
to retain food or water for five days. 

Past history: Negative except for usual dis- 
eases Of childhood, one attack of tonsillitis, 
“bilious attacks” two or three times yearly, and 
since marriage, fifteen months ago, almost 
monthly and at menstrual periods. Has al- 
ways suffered from constipation and has “lived 
on medicine.” 

Last menstruation, first day, April 9, 1925. 

When seen by me, patient was vomiting al- 
most incessantly, was very nervous and showed 
usual appearance of a severe acidosis. She was 
treated initially as Case 1. In addition luminal 
sodium, grs. one and a half, was given one 
hour before meals, the latter consisting of dry 
food and no fluids for one hour before and for 
one and one-half hours after meals. After 24 
hours no improvement was noted. Since the 
dehydration, starvation and acidosis were so 
severe, 80 gms. of glucose and 40 units of in- 
sulin in 800 c.c. of water were given intraven- 
ously at 5 P. M., June 1st. 


URINALYSES: 





Specific | Reaction 
| Gravity 
ae a). | re 1020 Acid 
June 1, ee ae 1020 Acid 
June 2, 1012 Acid 
June 4, A. | : ad 1017 Acid 
June 6, OB Wa 1017 Acid 


Bioop EXAMINATION, 

June 1st—W. B. C., 6,100, large lymphs 5 
per cent, small lymphs 33 per cent, polys 62 
per cent, Wassermann negative. 

Progress Notes: 

June 1st—Patient feeling quite sick, vomit- 
ing everything taken; will give glucose this 
afternoon, 

June 2nd—Feels very much better today, ate, 
enjoyed and retained supper 2 hours after 
glucose yesterday. 
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June 4th—Patient feels fine and is eating 
practically anything she wants. 

June 6th—Patient sitting up today, walking 
about hospital and eating whatever she desires 
except protein food. 


June 7th—Patient completely cured; will 
go home this P. M. 

Case 3. Mrs. M. A. S., age 35, Para 1, ad- 
mitted to Virginia Baptist Hospital, August 7, 
1925, 8 P. M.; referred by Dr. Cross, of Con- 
cord, Va. This patient was seen by me with 
Dr. Cross, at Concord, on the afternoon of 
August 7th. She had been vomiting severely 
since July 15th, had been in bed three weeks, 
and was the sickest patient one could imagine; 
she was extremely emaciated, horribly nerv- 
ous, vomiting continuously, and it was a ques- 
tion whether or not it was advisable to move 
her to Lynchburg in her terribly weakened 
condition. The prognosis, naturally, was 
grave, not only as to relief of the vomiting but 
also as to her life, even with an abortion, for 
she was in no condition to endure the opera- 
tion. 

Past history: Negative, except for child- 
hood diseases. Married nine years. 

Last menstruation, first day, June 13, 1925. 

This patient was so sick that it was decided 
to give glucose at once. At 8:25 P. M., August 


| 
Albumin | Acetone | 


Sugar Diacetic 
0 0 | 4 plus | 3 plus 
0 | 4 plus | 3 plus | 2 plus 
0 | + plus | 3 plus Trace 
0 | 0 | 0 0 
0 0 | 0 0 


7th, morphine, gr. one-sixth, was given hypo- 
dermically, and at 8:40 P. M. the glucose solu- 
tion was started. This consisted of glucose 80 
gms. and insulin 40 units in water 800 c.c. 
Sodium bromide was also given per rectum, 
p.r.n., to quiet patient, On August 10th, the 
intravenous glucose-insulin solution was re- 
peated as follows: Glucose gms. 100, insulin 
units 50 and water 575 c.c. On August 14th, 
glucose solution again repeated as follows: 
Glucose 80 gms., insulin units 40 and water 


130 c.c. 
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URINALYSES: | Specific | Reaction Albumin Sugar Acetone Diacetic 
Gravity 

August 7th, 8:30P.M......1. 1026. | Acid 0 0 4 plus 4 plus 
August 8th, 3:00 P. M........... 1026 | Acid 0 4 plus 4 plus 3 plus 
August 10th, 9:00 A. M........... 1025 Acid 0 0 4 plus 4 plus 
August 11th, 9:00 A. M._......... 1025 Acid 0 0 4 plus 4 plus 
August 12th, 9:00 A. M........... 1017 Acid 0 0 3 plus 3 plus 
August 13th, 9:00 A. M........... 1017 Acid 0 1 plus 3 plus 2 plus 
August 14th, 9:00 A. M...........): 1012 Slight Acid 0 3 plus 2 plus 
August 15th, 9:00 A. M._......... 1005 | Neutral 0 0 Faint trace 0 














Bioop EXAMINATION. 

August 15th—W. B. C., 5,700, large lymphs 
2 per cent, small lymphs 18 per cent, polys 78 
per cent, Wassermann negative. 

Progress Notes: 

August 9th—Patient doing much better than 
I expected; since getting the glucose has 
vomited once and has slept well past two 
nights; looks and feels much better. Am be- 
ginning dry food today. 

August 10th—Gave glucose gms. 100, in- 
sulin units 50 in 575 c.c. water intravenously 
this P. M. 

August 11th—Patient feeling much better, 
taking food and retaining it; general condi- 
tion fairly good. 

August 13th—Patient still improving, feel- 
ing better and has vomited very few times, 
then only small amounts of fluid; is retaining 
food and looks decidedly better. 

August 14th—Patient feeling very good to- 
day but am giving glucose gms. 80, insulin 
units 40 in water 750 c.c. in vein, hoping this 
dose will entirely relieve the acidosis. 

August 15th—Patient feeling very good, 
still improving; urine shows no acetone or 
diacetic acid. 

August 16th—Patient feeling fine, sat up in 
chair one hour this A. M., goes home this P. M. 
in good condition. 

With due credit to Thalheimer, of Mil- 
waukee, who has reported several cases of 
pernicious vomiting, treated by glucose and 
insulin, I desire to call attention to the fact 
that some of my cases were treated prior to his 
first article in the Journal of the A. M. A. I 
refer you to the aforementioned dates. I also 
wish to offer what I consider an improvement 
on his method in administering the glucose 
and insulin. He recommends that the injec- 
tions be given very slowly, over a period of 
three hours or more, and that the insulin be 
given hypodermically at certain intervals after 
certain amounts of glucose have been injected. 





About a year and a half ago I wrote Dr. 
Walters, of Eli Lilly & Company, concerning 
this matter, and was advised to use one unit of 
insulin for every two grams of glucose to be 
given. Since that time I have given many 
intravenous injections of glucose, and have 
tried using one to three, and one to two, of 
insulin units to grams of glucose. I am con- 
vinced, from my own experience, that it is 
better to use one unit of insulin for every two 
grams of glucose. In addition to this, I have 
found, also, that it is much better to put the 
insulin directly in the glucose solution. 


It may be of interest to some to state briefly 
the technique I follow in this work. To make 
a solution for intravenous use the following 
method is recommended: Distilled, filtered, 
sterile water the desired quantity; Lilly’s 50 
per cent, 20 c.c. ampoules of sterile glucose, the 
desired number, are thoroughly cleansed with 
alcohol, broken and emptied into the water, 
prepared as above; then the desired amount of 
insulin is added (one unit for every two grams 
of glucose). This mixture is then filtered 
through several thicknesses of sterile gauze 
in order to be sure there are no fine particles 
of glass in it and, the temperature of the solu- 
tion being correct, is now ready for injection. 
The time consumed for one such injection 
varies slightly with the amount of fluid used 
but is usually one hour. The vein is never cut 
down upon; the needle, which should be rather 
small, is put through the skin into the vein 
in the usual way, the arm having been pre- 
viously cleansed with iodine and alcohol. 


By making a solution of the glucose-insulin 
mixture we have, of course, a solution in which 
there is a definite proportion of glucose to 
insulin in every drop of the solution as it flows 
into the vein. In other words, there is a better 
balance than when the glucose is put in the 
vein and the insulin given hypodermically. 
There is still another advantage; it is unneces- 
sary to consume three or four hours to adminis- 
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ter the glucose, as Thalheimer advises, though 
it should be given reasonably slowly. Also, the 
patient is not so exhausted by this method of 
procedure, and does not dread a repetition of 
the treatment as much as when it is so long 
drawn out and when repeated hypodermics 
of insulin are used, Furthermore, it seems 
that the results are even better when the in- 
sulin is put in the glucose solution. 

The difficulty has formerly been to get 
chemically pure glucose and to get it sterilized 
in solution without altering its chemical com- 
position. The only objection I find to the 
ampoules is the size. I hope that Lilly, or 
some other concern, may decide to furnish 
larger ampoules of this 50 per cent solution, 
which might also reduce the cost of the treat- 
ment. However, I am sure that nothing so 
valuable as sterile glucose has been offered the 
profession in recent years, and I am sure that 
some patients and babies would be lost were 
it not obtainable. It is not only useful for this 
type of case, but also for many other condi- 
tions in which there is an acidosis, particularly 
in surgical cases, possibly also eclamptics. 

The treatment of these cases by the usual 
methods has not been satisfactory. Many 
remedies have been suggested by as many 
authorities, and many have been the failures. 
Probably the most used one has been corpus 
luteum, recommended years ago by Hirst. My 
personal experience with this remedy has been 
disappointing, though, in a few instances, it 
has seemed to help somewhat. I have thor- 
oughly tested its value by giving from two to 
four ampoules daily in the vein. 

My present method of treatment is to put 
the patient in a hospital, immediately give her 
80 to 100 grams of glucose, as described above, 
and no food or water, by mouth, for 12 to 24 
hours; at the end of this period allow dry 
food; no water for one hour before or for one 
and one-half hours after taking food, but 
abundant fluids at other times. If the results 
of this treatment are satisfactory, thus far, the 
patient is then given a very liberal carbohy- 
drate diet, including candy if she so desires. 
The urine frequently shows sugar at the next 
voiding following the glucose injection, but it 
very soon disappears, and along with this the 
acetone and diacetic acid decrease or disappear. 
In fact, the results we get in some of these 
‘ases are little short of miraculous. It may 
be necessary to use the glucose a second time, 
or even a third, in some cases, though one 
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treatment is often sufficient to bring about a 
cure. 

There are several important points in the 
treatment: First, give large doses; 80 to 100 
grams of glucose, as prescribed above, is the 
amount I usually give. I failed in one case, 
due, I believe, to small doses, though I carried 
her along for one month. There were, how- 
ever, several obstacles in the way, over which, 
unfortunately, I had no control. I gave this 
patient glucose and insulin six times, she im- 
proved after each injection, especially after 
the first, but I was never, with my small doses, 
able to free her urine of acetone or diacetic 
acid. I really believe large doses, with the 
use of luminal sodium, which was not given, 
would have done the work for her. 

The three cases reported were very severe 
ones, especially the case of Mrs. M. A. S. She 
had been unable to retain any food and very 
little water for three weeks; she vomited prac- 
tically none after the first injection. 

I desire to mention one other remedy which 
I have found more helpful than anything else 
with the ordinary cases of vomiting and 
nausea. It is also very helpful with the 
severe ones. This is luminal sodium, given in 
doses of one to one and a half grains, t.i.d., 
one hour before meals, and, if necessary, one 
tablet at bedtime. The patient is allowed no 
fluids for one hour before or for one hour and 
a half after eating. Plenty of fluid is allowed 
between these hours, and only dry food for 
meals. Surprisingly good results are obtained 
from this. In fact, I have discarded corpus 
luteum, and many other remedies, since I be- 
gan the use of this. When this fails I send 
the patient to the hospital for the glucose and 
insulin treatment. 

In the treatment of the vomiting of preg- 
nancy I depend chiefly on two remedies, and 
those cases which I am unable to cure with 
luminal sodium I treat with glucose and in- 
sulin. 

ConcLUSIONS, 

I am absolutely certain that our abortions 
for the pathologic vomiting of pregnancy can 
be almost entirely prevented by the earnest 
application of this treatment. 

Be sure to prepare the solution with the 
greatest care, using distilled water, well fil- 
tered, and filter through sterile gauze after 
preparing. 

Occasionally there may be a chill and a tem- 
porary rise of temperature, but I have seen 
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no harm come from this treatment. Faulty 
technique or impure solutions might result in 
serious trouble. 

The glucose may be given in a 5 to 10 per 
cent, or even stronger, solutions. 

Use only a chemically pure glucose, pref- 
erably that put up in ampoules. I have heard 
of one death which was probably due to the 
use of an impure solution. 

Much work has been done by Titus and 
others, and is still being done, in the use of 
glucose and insulin. There is some question 
as to the advantage of using insulin with the 
glucose, but it seems that if insulin aids in re- 
lieving acidosis and in carbohydrate metabol- 
ism in diabetics it should also be of value in 
cases of this kind, where large amounts of 
glucose are put in the blood stream. 

As a result of my experience with these 
cases, three indications stand out pre-emi- 
nently in importance in the order named : (1) 
Overcome dehydration; (2) supply carbohy- 
drates, and (3) relieve nervousness and pro- 
duce sleep. The first is done by using plenty 
of water with the glucose intravenously, by 
rectum and under the skin, if necessary. The 
second is done by large doses of glucose in the 
vein until vomiting ceases and then carbohy- 
drates by mouth. The third is accomplished 
better by the use of luminal sodium than by 
any other remedy I have tried. This drug 
relieves the nervousness and produces the sleep 
which is so essential in these cases, and, until 
the stomach is able to retain this drug, I de- 
pend upon sodium bromide per rectum. 


DISCUSSION 


Dr. Davip S. HILLis, Chicago, Ill.:—I have been 
very much interested in this paper of Dr. Kelly’s, 
in which he has explained so clearly the method 
that we have come to regard as perhaps the best 
thing that we have in the treatment of these early 
toxemias of pregnancy. It has been proposed to use 
glucose in all the toxemias of pregnancy, and later 
insulin has been used in both conditions, in addition 
to the glucose. I, for some time, have been using 
glucose in the treatment of both conditions, and I 
found the glucose itself so satisfactory in the treat- 
ment of the early toxemias that I began the addition 
of insulin only rather lately, so that my experience 
with insulin has been limited. I have used glucose 
and insulin in the late toxemias, i. e., the eclampsias, 
of which we have a very severe type at the hospital 
in which I work, the Cook County Hospital in Chi- 
cago. Although I was very much impressed with a 
few cases I had in the beginning of the series, be- 
fore we got through with a series of about thirty 
cases we found that our mortality was the same as 
before we used glucose and insulin. I think the 
method now, with the modern preparations, is avail- 
able to every doctor who is in general practice. Even 
in the hospital we have had trouble getting prepara- 
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tions that we felt were suitable to put in the vein, 
Double distilled water is available in ampoules, rather 
smaller than they should be, and glucose is now 
put up in sterile ampoules. One of the difficulties 
with glucose is that patients get reactions from it. 
There has been question as to what strength the 
solution should be. 

In our series we used a rather weak solution, five 
to ten per cent and, in giving the five per cent solu- 
tion, we had two fatalities. In corresponding with 
some of the men who have done most of the work 
in this, we decided the patients had been given too 
much fluid. Dr. Titus, who did some of the pioneer 
work with glucose in toxemias recommended a 
twenty per cent solution. He says he gets less re- 
action from that than from the five and ten per 
cent, and that agrees with our experience. 

I think the question of whether or not insulin 
added to the glucose is desirable is one that has 
not been entirely decided. I think we have not had 
enovgh experience to know whether insulin is al- 
ways needed. I see no objection to using insulin 
if we always keep within safe limits. Of course, 
insulin is a very potent drug, and if we add a hypo- 
glycemia to the difficulties that our patient already 
has, we shall probably do more harm than good. If 
we use the insulin as Dr. Kelly suggested, there is 
no auestion that we shall stay within the safe limits, 
and very possibly it will be found that the insulin 
with the glucose is the best thing we have had so 
far in the treatment of these early toxemias. 





SOME PROBLEMS IN THE DIAGNOSIS 
AND TREATMENT OF SIMPLE 
GOITRE.* 

By WM. H. HIGGINS, M. D., Richmond, Virginia. 

Our present knowledge of the thyroid gland 
is the result of a century of study. During 
this period a voluminous literature touching 
upon its various aspects has given us a more 
intimate understanding of this gland than of 
any other member of the endocrine system. In 
spite of these intensive studies it must still be 
admitted that our conception of its relation to 
the chemistry and physiology of the body is 
yet in its infancy. 

From a practical standpoint we recognize 
two distinct dysfunctions of the thyroid 
gland; namely, the hyperactive and the hypo- 
or underactive types. The latter group may 
be still subdivided into simple goitre and 
myxedema, although one may fade into the 
other. A discussion of certain phases of the 
simple goitre forms the basis of this paper. 


PrystoLocy 
It is now generally believed that simple goi- 
tre is a compensatory hyperplasia of the thy- 
roid gland brought about by certain chemical 
changes within the body or an actual deficit 


*For the Medical Department, St. Elizabeth’s Hospital, Rich- 
mond, Virginia. 

Read before the Richmond Academy of Medicine and Sur- 
gery, December 8, 1925, 
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in the intake of iodine, This functional un- 
deractivity may result from; first, increased 
demands within the body for iodine such as 
during pregnancy, lactation, puberty, meno- 
pause and certain infections; secondly, from in- 
terference with the absorption of iodine from 
the intestinal tract; and thirdly, from depriva- 
tion of iodine in the food and water. In other 
words wherever there is an actual iodine de- 
ficit there is a reaction in the thyroid gland 
in the form of compensatory enlargement, In 
order that the practical application of this 
point in the diagnosis and treatment of goitre 
may be made, a brief reference to Marine’s 
studies! on thyroid physiology may not be 
amiss, As pointed out by Marine, the thy- 
roid is a labile tissue capable of marked hyper- 
plasia and involution in response to variations 
in functional activity. He showed that the 
iodine store varies inversely with the degree 
of active hyperplasia and that if the iodine 
content was higher than .1 per cent no hyper- 
trophic changes were present. The cycle of 
events in the goitrous gland is relatively sim- 
ple as is shown on the accompanying schema. 


Normal thyroid —>hypertzophy —> hyperplasia 


VIRGINIA MEDICAL MONTHLY. 781 


ing of iodine which could be readily controlled 
by giving a few milligrams of the drug during 
pregnancy. In the light ef these studies we 
are able to approach the clinical problems with 
a moderate degree of assurance. 


Since the publication of Marine and Kim- 
ball’s studies iodine therapy as a prophylactic 
and curative measure has been popularized to 
a degree not even dreamed of in the past. 
Coincident with this merited enthusiasm, there 
is some reason to believe that considerable mis- 
understanding has arisen regarding the proper 
use of iodine in the treatment of simple goitre. 
Part of this apparent misapprehension may be 
due to the frequent failures in the cure of the 
adolescent goitre and to a confusion as to the 
type of goitre amenable to iodine treatment. 
Another possible source of error is the proper 
dosage and length of time suitable cases should 
be under treatment. 


MeruHop ANp LIMIraTiIons oF lopINE THERAPY 


The general experience of most clinicians is 
that relatively few adolescent goitres actually 
disappear under iodine therapy although there 


— atrophy 
— colloid or resting stage 


— atrophy 


Colloid’ thyroid —phypertrophy —>» hyperplasia 


Colloid 


Following an iodine deficit, the thyroid 
gland passes through the stages of hyper- 
trophy and hyperplasia and continues in this 
phase until an adequate supply of iodine is ob- 
tained which immediately produces the colloid 
or resting stage. The colloid gland is the con- 
dition nearest the normal both anatomically 
and chemically that a gland can assume which 
has once been in the state of hyperplasia and 
such colloid glands are capable of all the reac- 
tions of a normal gland. Marine has succeeded 
in repeating the cycle of hypertrophy, hyper- 
plasia and involution many times experiment- 
ally on dogs and has shown conclusively that 
simple goitre is dependent primarily on an 
iodine deficiency. Supplementing Halstead’s 
work he demonstrated that congenital goitres 
were likewise tissue reactions to a withhold- 


— hypertrophy —>hyperplasia 


— ,olloid or resting stage 
— atrophy 


—» colloid or rasting stage 


is a definite indication for its use. As a rule 
such goitres are not seen until fully developed 
and are often beyond the curative stage before 
professional advice is sought. A glance at the 
anatomic cycle in the Marine schema will show 
that such goitres are curable only during the 
hypertrophic and hyperplastic stages where 
there is an iodine deficit in the tissues. After 
the colloid stage is reached no relief may be 
expected from iodine except as a preventive 
for further enlargement. There is good rea- 
son on the other hand to anticipate satisfac- 
tory results in the earliest appearance of an 
enlargement, particularly noticeable during 
menstruation, pregnancy and lactation. As it 
is impossible to clearly differentiate the hyper- 
plastic from the resting or colloid state in the 
majority of adolescent goitres the judicious 
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use of iodine should be tried with the hope of 
at least preventing an additional enlargement. 
_ On account of the functional under-activity of 
the gland during pregnancy there is sufficient 
basis for the belief that iodine at this time, 
even in the absence of any hyperplasia would 
be beneficial to the mother as well as the 
foetus. It has been clearly demonstrated that 
goitrous pups can be prevented by administra- 
tion of iodine to the mother showing evidence 
of goitre. 

The second source of misapprehension is the 
type of goitre amenable to iodine treatment. 
Before a working classification of goitre was 
formulated, iodine was given in some form to 
all types regardless of age or symptomatology. 
The brilliant results obtained in one case 
naturally prompted the physician to use it in 
all similar or near similar conditions. The dis- 
astrous results of such therapeutic reasoning 
robbed the drug of its popularity and there 
came a period of skepticism in regard to its use 
in any type. 

Types oF GOrrREs 

Shortly after the publication of Marine's 
studies on simple goitre, Plummer and others 
demonstrated an iodine deficit in exophthalmic 
goitre in which brilliant results followed the 
administration of the drug. The indications 
for its use in this type are well understood 
and need no further comment than to state 
that fully 90 per cent of exophthalmic goitres 
are rendered temporarily quiescent by the ad- 
ministration of some form of iodine. Un- 
fortunately a third type of goitre similar in 
many respects to both of these remains on 
which iodine not only has no favorable in- 
fluence but frequently converts a latent cell 
group into a highly toxic adenoma, It is in 
this form of adenomatous goitre that the great- 
est danger lies in the use of iodine, This type 
is the result usually of groups of undeveloped 
thyroid cells which from increased functional 
activity of the gland develop into adenomata. 
They are variable in size and number and 
often are present in the simple adolescent goi- 
tre. During the early years of its existence no 
symptoms are present and outwardly varies 
little in its appearance from colloid goitre. 
Should toxic features arise, it is as a rule only 
after many years of enlargement of the gland 
and so the patients are generally past the age 
of thirty. 
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It is generally accepted that the majority of 
simple goitres disappear spontaneously by the 
twenty-fifth year. Those which remain are 
prone to harbor nests of latent adenomatous 
cells which are often inactivated by the ad- 
ministration of iodine resulting in the state of 
toxic adenoma, The recognition of this type 
is at times difficult as it may clinically simulate 
either of the other forms. The facts that it is 
uncommon during adolescence and is gradual 
in its onset are helpful guides in its differen- 
tiation. In view of its frequency after the 
age of thirty, it is doubful whether iodine 


should be used in the treatment of adolescent 


goitre beyond the twenty-fifth year and should 
be used only in small amounts before that 
period, This conclusion is reached by the re- 
sults of widespread commercial and _profes- 
sional uses of iodine in the prophylactic cam- 
paign against the development of goitre. 

In 1917 Kimball began the routine admin- 
istration of iodine in the goitre district around 
Cleveland. In a recent report? of this measure, 
he stated that in a series of 2,659 cases of hy- 
perthyroidism treated by him during the fol- 
lowing four years, there were 309 in which it 
appeared that the symptoms of hyperthy- 
roidism had been precipitated by the use of 
iodine. All of these patients were past forty 
years of age and in each case the gland wa- 
clinically or microscopically adenomatous, Of 
this number 2 per cent had used iodized salt, 
12 per cent had taken self medication and 86 
per cent had received iodine from their phy- 
sicians, The gravity of this situation is further 
borne out by the experiences of clinics in vari- 
ous sections of the country. The following 
personal communications reflect the present 
status of iodine therapy : 

Dr. Geo. W. Crile®, of Cleveland, writes: 
“We have never seen such a series of induced 
toxic adenomas as we have had during the 
past eighteen months. This has resulted from 
the injudicious use of Lugol’s solution and 
iodized salt as well as syrup of ferrous iodide 
in cases of simple adenoma without symp- 
toms.” 

Dr. Willard Bartlett®, of St. Louis, states: 
“I am more and more perplexed by the in- 
creasing number of toxic adenoma. So far as 
I can see, the very general use of iodine is re- 
sponsible for the onset of toxicity in very many 
of these patients whose goitres apparently 
were quite benign until they began to take this 





XUM 





chy 


of 
the 
are 
DUS 
ad- 
of 
ype 
ate 
t is 
ual 
en- 
the 
ine 
ent 
uld 
hat 
re- 
fes- 


im- 


\in- 
ind 
ire, 
hy- 
fol- 
1 it 
hy- 

of 
rty 
Was 
Of 
alt, 

86 
hy- 
her 
ari- 
ing 
sent 


tes: 
iced 

the 
rom 
and 
lide 


mp- 


tes: 

in- 
ras 
. Be 


any 
ntly 
this 





1926] 


VIRGINIA MEDICAL MONTHLY. 


=I 





MAP OF 
VIRGINIA 


Pawlet « 


isis pull a 


















Incidence of simple goitre in Virginia. Plus (+) ‘indicates unusual frequency, plus—minus (+) mod- 
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drug independently or at the suggestion of 
some physician unable to make a differential 
diagnosis of the variety of goitre present.” 

Dr. Frank Lahey’, of Boston: “We rarely 
see a thyroid now that has not been on fairly 
large doses of iodine and we feel quite sure 
there is an increase of the toxic adenoma from 
this cause, I do not believe the small prophy- 
lactic doses produce the toxicity but large and 
persistent doses.” ‘ 

Dr. Dean Lewis*, of Baltimore: “It seems to 
me that there has been an increasing number 
of toxic adenomas appearing during the last 
few months. Physicians do not have clearly 
in mind what they are dealing with and give 
iodine to those cases which are undoubtedly 
made worse.” 

The third problem in the treatment of suit- 
able types of goitre is the dosage and method 
of iodine administration. Unquestionably 
there has been an universal tendency to over- 
dosage. Although some persons apparently 
have a relative immunity to iodine, others de- 
velop toxic symptoms on minute doses over a 
short period of time. Kimball has reported 
the initiation of hyperthyroidism in an adult 
following the administration of one-half of a 
grain of iodine daily for one hundred days. 
It is generally considered that 10 mg. daily for 
short periods should be the maximum adult 
dose and a corresponding reduction for chil- 
dren, Long standing benign goitres in adults 
after the twenty-fifth year should receive no 
iodine at all and extreme caution should be 


exercised with all persons over twenty. Clini- 
cal evidences of an adenomatous goitre ab- 
solutely contraindicate its use at any age but 
fortunately such types- are rare under thirty 
when iodine is most frequently prescribed. 


EpUCATIONAL PROPAGANDA 


The prophylactic treatment of simple goitre 
as given by Marine and Kimball has proven 
eminently satisfactory so far as children and 
young adults are concerned. Entire communi- 
ties have been practically relieved of what was 
previously an ever present menace in the sec- 
tions where there was an iodine deficit, The 
only debatable point has been the best method 
of distributing the necessary amount of iodine. 
The most effective measure has apparently 
been the intensive campaign devoted exclu- 
sively to children of school age in the goitrous 
districts. By this method the adult popula- 
tion was not iodized and there were no un- 
favorable reports of induced hyperthyroidism. 
These widespread measures, however com- 
mendable they may be in themselves, have en- 
couraged a form of self medication which has 
reached a point of at least potential danger. 
Newspapers and magazines have so frequently 
published articles on iodine and goitre that the 
laity has come to consider one a cure for the 
other. Patent medicine concerns have taken 
advantage of this propaganda and have sup- 
plied the public with various iodine compounds 
for the cure of goitre without regard to its 
type. 
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It would seem from these observations that 
a well directed educational compaign on the 
part of the medical profession is imperative. 
It is reasonably clear that a large majority of 
physicians are either failing to differentiate 
the various types of goitre or are entirely too 
lax in the administration of iodine. Our State 
Board of Health has Sent out a creditable 
Bulletin‘ on simple goitre but unfortunately it 
leaves the reader with the impression that 
iodine medication is often a life long necessity 
especially in those cases showing the symptoms 
of extreme nervousness. The public should be 
taught that iodine is not a harmless drug and 
that even in minute quantities it may convert 
a simple adenoma into a toxic goitre. Iodized 
salt which is now so commonly used contains 
only .01 per cent of iodine but no less an 
authority than Kimball believes that it may 
precipitate a thyrotoxicosis and has recently 
reported a case to that effect. 

In conclusion, may I add that the medical 
treatment of simple goitre consists: first, in a 
careful selection of cases with due regard to 
age; second, the use of minute quantities of 
iodine over short periods of time, and third, 
the necessity of close observation throughout 
this period. 
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THE SURGICAL TREATMENT OF NON- 
PARALYTIC STRABISMUS.* 
By JOHN H. DUNNINGTON, M. D., New York City. 

Before considering the surgical aspect of 
this subject, let me remind you that many 
cases of strabismus respond satisfactorily to 
conservative treatment. This treatment con- 
sists in the correction of the refractive error; 
the development of vision in the squinting eye: 
and the use of orthoptic exercises. The earlier 
this treatment is started, the greater the chance 
for success; however, there are cases in which 
these measures fail and it is to the correction 
of these that I wish to direct your attention. 
No case should be considered surgical until a 





*Read before the Richmond Society of Ophthalmology and 
Oto-Laryngology, May 18, 1925, 
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thorough trial of these conservative methods 
has convinced you that in surgery lies the onl) 
relief. With this conviction before you the 
decision of when and how to operate must he 
reached. 


Tue Time or Operation 

For years this has been a mooted question 
and it still remains one in which there is a 
great diversity of opinion, The pros and cons 
of this subject are familiar to all of you. My 
opinion can not be better expressed than in 
the words of Duane! who in 1910 said, “our 
decision once made, I see no reason for waiting. 
Usually the longer we wait the more unfavor- 
able for operating the conditions become. ‘To 
let a child go on for years with a convergent 
squint, simply because in a small percentage 
of cases the operation for remedying the con 
dition turns out ill, seems to me ill advised 
timidity.” 

Tuer Cuoice or Operation 

The intelligent selection of the type of 
operative procedure indicated in strabismus 
requires a knowledge of its etiology. 

A lateral strabismus may result from: 

1. A paresis or a spasm of one of the extra- 
ocular muscles. 

2. An anomaly of divergence. 

3. An anomaly of convergence. 

4. A combination of any two or all three 
of these conditions. 

It is necessary to tell which one of these fac- 
tors is at fault and for this differentiation we 
must know: 

1. The motility of the eyes in the six diag- 
nostic positions of gaze. 

2. The amount of deviation at twenty feet 
and at thirteen inches. 

3. The near point of convergence. 

Normal motility of the eyes in the six diag- 
nostic positions of gaze rules out any paresis 
of the extra-ocular muscles. Since lateral! 
squints are sometimes caused by a paresis of 
one of the vertical muscles it is important to 
make the patient move the eyes in all six diree- 
tions of gaze. The most common example of 
this type of case is a convergent squint result- 
ing from a congenital paresis of a superior 
rectus. Here the diplopia caused by the pare- 
tic superior rectus is readily ignored when a 
secondary spasm of convergence makes the 
images have a wide lateral separation. Nature 
by superimposing this convergence spasm gives 
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relief from the vertical diplopia. The conver- 
gent strabismus may so overshadow the verti- 
cal deviation that the latter is entirely over- 
looked. Unless the vertical error is corrected, 
any operative procedure aiming at removal of 
the lateral squint will result in only a tem- 
porary improvement. The vertical diplopia 
will still be present and will cause a recurrence 
of the lateral deviation. 

Estimation of the amount of deviation pres- 
ent at both twenty feet and thirteen inches 
tells us whether the squint has been caused by 
an anomaly of divergence or convergence, A 
deviation most pronounced at twenty feet 
means primarily an anomaly of the diverging 
power, whereas one that is greatest at thirteen 
inches denotes an error of convergence. The 
estimation of the amount of strabismus present 
at both distances can best be done by the screen 
test. By this simple test it is easy to measure 
any deviation (heterophoria or squint) except 
one occurring in a patient who has lost the 
power of central fixation in one eye. Here 
we can only get an approximate idea of the 
amount of deviation by the cruder methods, 
e. g., Hirschberg’s corneal reflex test or the 
perimeter test, Usually when such a high de- 
gree of amblyopia is present the squint is con- 
stant and approximately the same for both dis- 
tance and near. 

The patient’s ability to converge is best de- 
termined by a careful estimation of the near 
point of convergence. It is not uncommon in 
divergent strabismus to find a normal near 
point of convergence, showing that the diver- 
gence is not the result of any weakness of con- 
vergence but has been caused by an overactive 
power of divergence. In convergent squint a 
spasmodic inshoot of one eye on taking the 
near point of convergence indicates a spasm of 
convergence. I find “the most satisfactory test 
object for this test to be a dimmed ophthalmo- 
scope light, ¢. g., the May ophthalmoscope 
with its head and cap removed, and the light 
at its lowest intensity. 

Duane? has taught us that most lateral devia- 
tions begin as an anomaly of convergence or 
of divergence and that having started in this 
way they gradually become constant through a 
secondary involvement of the originally un- 
affected power. Worth, on the other hand, 


contends that the deviation is the direct result 
of a defective power of fusion. It is possible 
that both factors enter into the production of 


a squint but I believe the predominant cause 
to be a dysfunction of the converging or di- 
verging power. ‘Therefore, the type of opera- 
tion employed will depend not so much upon 
the direction of the deviation as on its essen- 
tial nature. 

A non-paralytic divergent strabismus may 
be caused by a divergence excess or conver- 
gence insufficiency. In divergence excess, the 
convergence near point is normal and the 
deviation most pronounced at twenty feet. 
Here the operation indicated is a complete 
tenotomy of one or both external recti; usually 
both externi have to be completely tenotomized 
to produce a satisfactory correction. An im- 
mediate over-correction of at least fifteen 
prism degrees is desirable, If the divergence 
is most pronounced at close range and there 
is an inability to converge, some form of 
shortening of the internus must be used. When 
the squint is the same for both twenty feet 
and thirteen inches, a combination of a tenot- 
omy of an external rectus and a shortening of 
an internal rectus should be advised, as the 
patient now has both a divergence excess and 
a convergence insufficiency. 

Non-paralytic convergent squints are caused 
by either an excessive power of convergence or 
an underactive divergence. Convergence ex- 
cess shows practically “normal distance findings 
but a squint at close range. When such are 
our findings and there is no refractive error 
(hyperopia) to account for the squint, the 
operation to be used is a weakening of an in- 
ternus. Most convergent squints begin in this 
manner but oc casionally they start as a di- 
vergence insufficiency with an inward devia- 
tion for distance but none for near. The ex- 
terni must be shortened to correct this type 
of squint. T'requently, however, we are ‘con- 
fronted with a squint that is equal in amount 
at both twenty feet and thirteen inches and 
uninfluenced by the proper refraction, then we 
must resort to the combined operation. of 
shortening an externus and weakening an in- 
ternus. 

With such different etiological factors en- 
tering into the production of a squint, it is evi- 
dent why no one operation is suitable for all 
cases. In general, our operative procedure 
consists either in. strengthening or in weaken- 
ing a muscle, There ‘are. numerous methods 
in vogue to accomplish this end, and each 
operator considers that his is the only satis- 
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factory technique to follow. This is not true 
for good results can be accomplished by the 
use of any one of several techniques. 

The two methods of strengthening a muscle 
with which I have had personal experience are 
Wootton’s modification of Worth’s advance- 
ment and Reese’s resection. Either procedure 
works well but I prefer the resection because 
it is simple and easy and does not leave a lump 
of tissue at the limbus which after an advance- 
ment persists for many weeks. Furthermore, 
I believe a resection corrects as much devia- 
tion as an advancement, Tendon tucking has 
its advocates but I can see no reason why the 
piece of tendon which is overlapped should 
not be excised and the cut ends sutured to- 
gether. 

To weaken the action of a muscie we have 
three procedures to choose from: 

1. Complete tenotomy. 

2. Incomplete tenotomy. 

3. Recession. 

I reserve the complete tenotomy for use on 
the external rectus. In divergence excess it is 
ideal and I see no reason to fear a complete 
severance of this muscle providing its lateral 
attachments are not unnecessarily disturbed. 
It is unwise completely to tenotomize an in- 
ternus because a secondary divergent squint ‘s 
liable to occur. Should it appear, a reattach- 
ment of the muscle previously tenotomized, 
while slightly more difficult, usually results in 
a satisfactory correction. 

Incomplete tenotomy has been used for years 
with fair success. It is practically always 
done on the internal rectus. There are many 
ways of incompletely tenotomizing a muscle 
but the one I have found most practical con- 
sists in severing all but the uppermost and 
lowermost strands of the tendon. The diffi- 
culty lies in judging just how many fibres have 
to be left to prevent a partial paralysis of the 
muscle. The tendency has been to push the 
tenotomy too far in order to increase the ef- 
fect. If this is done we are likely to get a 
destruction of the power of convergence, 
limited inward movement, a sinking of the 
caruncle and, in time, a secondary divergent 
squint. 

Since Jameson‘ in 1922 called our attention 
to the recession, it has been hailed as the opera- 
tion above all others to be used. The operation 
consists in a complete tenotomy plus scleral 
anchorage. The muscle attachment is com- 


VIRGINIA MEDICAL MONTHLY. 





| March. 






pletely severed and reattached to the sclera! 
coat by means of sutures. Jameson in the di 

scription of his operation after freeing the 
muscle uses three sutures to anchor the te: 

don to the sclera. Agatston® and others have 
used a single stitch in the recession. I have 
employed a single double armed suture to fas- 
ten the muscle to the sclera using practicall| 
the same technique as Agatston’s. The onl\ 
difference is that I prefer to close the cor 

junctival wound with interrupted sutures. My, 
suture in the sclera is brought out through the 
conjunctiva several millimeters from the cut 
edge and tied, then the conjunctival wound i- 
sutured independently. This technique I be 
lieve gives better apposition of the conjunctiva! 
edges and thereby promotes healing by pri 

mary intention. The needles are small, shar) 
and full curved, twisted silk Nos. 1 and 2 is 
used, As the sclera is less then 1 m.m. thick 
at this point, the sutures must be placed super- 
ficially in it. This is accomplished by keepiny 
the point of needle visible at all times; the 
importance of this manoeuvre Jameson has 
stressed. 

The indications for recession are the same 
as those for tenotomy. It simply gives us a 
safer way to weaken a muscle without paralyz- 
ing it. Since a paresis practically never fol- 
lows a complete tenotomy of an external rec 
tus, I have used the recession only in conver- 
gent strabismus. I have substituted it for the 
less accurate guarded tenotomy and feel that 
with it we can be surer of our results. It has 
its limitations as well as its usefulness and | 
can not agree with the enthusiasts who now 
see no reason for ever using any other opera 
tive procedure. I believe that if the attach 
ment of a tendon is receded more than 4 m.m. 
there is a genuine likelihood of a resultant 
partial paralysis of that muscle. Furthermore, 
I doubt if we will ever be able to say that fon 
every m.m. of recession we will invariably get 
so many degrees of correction. 


OperRATIVE Resvutts 


Fifteen years ago Duane! said, “No one can 
predict with certainty what the ultimate result 
of a tenotomy or an advancement is going to 
be although in most cases we can form a pretty 
fair idea. We should have this tendency to 
remote failure in mind and try to obviate it by 
shaping our operation accordingly. But in 
any event we should not be deterred from 
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operating through dread of these remote ill 
consequences, which occur but rarely, and can 
almost always be remedied.” This is a con- 
servative statement of the operative prognosis. 
The results seem to justify a more optimistic 
outlook for the percentage of failures is ex- 
tremely small, It is impossible to predict with 
certainty that one operation will entirely cor- 
rect a deviation for it may be necessary to re- 
peat the procedure. However, if the proper 
type of operation has been chosen we can pro- 
ceed with confidence and with the knowledge 
that the deviation can be removed. Post- 
operative diplopia strikes fear in the hearts 
of many ophthalmologists. It does occur but 
usually is transitory and, if permanent, rarely 
causes the patient much annoyance. We can 
avoid most post-operative diplopia by not 
tenotomizing so freely that we produce a 
paralysis of that muscle. We must not be 
contented with eyes that appear straight in 
the primary position but manifest a decided 
limitation of movement in certain directions 
of gaze. We must preserve the power of con- 
vergence and prevent a retraction of the 
caruncle, Abolition of convergence will cer- 


tainly follow indiscriminate tenotomy of the 


internal rectus. Before deciding upon the re- 
sult of our operative endeavor, it is well to 
measure the amount of residual squint for dis- 
tance and near, and carefully note the inward 
movement of the operated eye both in con- 
vergence and in adduction. Look with susp!- 
cion on any case left with a poor power of 
convergence, for, in time a secondary diver- 
gence is likely to occur. 


SuMMARY 

The early correction of a squint is advisable: 
if possible remove the deviation before it be- 
comes constant, 7. ¢., while it is still periodic. 
Use whatever means are necessary to accom- 
plish this end. Operate when indicated regard- 
less of the age. No one operative procedure is 
ideal for all cases. The selection of the type 
of operation indicated is made by estimating: 

(a) The amount of deviation present at 
both twenty feet and thirteen inches. 

(b) The near point of convergence. 

(c) The motility of the eyes in the six car- 
dinal directions of gaze. 

The operative techniques which the writer 
has found most satisfactory are: 

(a) Reese resection where an increase in 
function of any of the recti is desired. 
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(b) A recession when a decrease in function 
of the internal rectus is wanted. 

(c) An open complete tenotomy when the 
external rectus is to be weakened. 
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PATHOLOGY OF HEART-PAIN.* 
By JAMES A. WILKINS, M. D., Norfolk, Va. 

Owing to the fact that the underlying 
pathology of heart-pain is so manifold, the 
anatomic diagnosis of the cause of this condi- 
tion is difficult in many instances, even when 
the internist is well acquainted with the 
pathologic changes that occur in the heart and 
blood vessels. Since heart-pain, either with 
or without hypertension, ustally gives few 
clinical signs, the electrocardiogram and 
Roentgen-ray ere often of value in diagnosis 
and prognosis. The diagnosis of heart dis- 
ease cannot always be made on the presence 
of a murmur alone, nor does the absence of a 
murmur exclude cardiac pathology. Of the 
many patients with marked cardiac hyper- 
trophy and hypertension, relatively few show 
a heart murmur on examination. It has been 
stated that the study of a group of such pa- 
tients in the stage of heart failure has shown 
that 50 per cent have no-constant murmurs. 
It is a well-known fact that if we were to rely 
on the presenee of murmurs alone, true heart 
disease would often be overlooked. In these 
cases the electrocardiogram may indicate 
pathologic changes in the heart muscle, such 
as diffuse fibrosis, resulting in an abnormal 
conduction of the impulse. However, the most 
important thing is a careful history and physi- 
cal examination, with a sufficient period of 
study before the final diagnosis and prognosis 
are made. The electrocardiogram cannot take 
the place of that. In addition to the history, 
the physical examination, and the period of 
observation, it is essential that the examining 
physician has had his share of experience with 
heart cases, and sufficient common sense to‘ad- 
vise his patient intelligently; and not be mis- 
led by an elaborate electrocardiographic report 
~ *Read before the Norfolk County Medical Society, Norfolk, 
Va., November 16, 1925. 
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indicating a bad prognosis, for this machine 
is not infallible in its present state of develop- 
ment. A brief review of the more common 
pathology causing heart-pain follows: 

Clinically, heart-pain is almost invariably 
associated with coronary arteriosclerosis. In a 
review of 86 cases of coronary sclerosis, both 
clinically and at autopsy, by Willius at the 
Mayo Clinic, the following points of interest 
were brought out: 

First, that in these 86 cases, typical angina 
pectoris occurred in 24 per cent. This type 
included those patients in which attacks of 
retrosternal pain were induced by cardiac 
strain. The seizures were usually of short 
duration, and they were generally relieved by 
rest or nitrites. The average coronary sclerosis 
in this group was very marked (3 plus on the 
basis of 4), and in 66 per cent of the cases 
some of the coronary vessels were completely 
occluded. In 14 per cent myocardial infarc- 
tion had occurred. Besides coronary sclerosis, 
19 per cent of the patients had syphilitic 
aortitis, one had an aneurysm of the root of 
the aorta, and another had a diffuse aneurysm 
of the aortic arch. 

The second group of the 86 cases of coronary 
sclerosis was classified as atypical angina pec- 
toris. By this is meant a syndrome consisting 
of attacks of pain induced by heart strain and 
usually located in the upper abdomen. These 
symptoms may lead to confusion with surgical 
diseases of the abdomen requiring surgical 
treatment. Atypical angina occurred in about 
2 per cent of the cases. 

The third group was that of progressive 
myocardial failure. It was characterized by 
the absence of pain and the presence of the 
ordinary symptoms of a failing heart, such as 
dyspnea, orthopnea, cyanosis, cough, and 
anasarca. This syndrome occurred in 26 per 
cent of the cases. The average coronary sclero- 
sis in this group was moderate (2 plus), and 
coronary occlusion occurred in only 23 per cent. 
Myocardial infarction was present in 14 per 
cent of these cases. 

The fourth group was that of angina pec- 
toris associated with progressive myocardial 
failure. In this group the symptoms of a 
failing heart were present in addition to typi- 
cal attacks of angina pectoris. The syndrome 
occurred in 8 per cent of the 86 autopsies. The 
average degree of coronary sclerosis in this 
group was marked (3 plus), and the incidence 
of occlusion was high (57 per cent). Infare- 
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tion of the myocardium occurred in only 14 
per cent of the cases. 

The fifth group of the 86 patients with 
coronary arteriosclerosis was that of occult or 
clinically unrecognized coronary sclerosis. In 
40 per cent of the cases coming to autopsy, the 
diagnosis of coronary sclerosis was not made 
by the clinician. <A large majority of these 
patients were old, they had no cardiac symp- 
toms, and the coronary sclerosis was a mani- 
festation of advancing years. This finding in- 
dicates the importance of appreciating the fact 
that a considerable degree of coronary sclerosis 
may exist with relatively little cardiac insuffi- 
ciency or other evidence of organic heart dis- 
ease. The average degree of coronary sclerosis 
was moderate (2), and occlusion occurred in 
only 15 per cent of the patients, the lowest 
incidence in any of the five groups. 

In conclusion, the pathology of three serious 
heart conditions will be mentioned briefly, for 
these, in addition to coronary sclerosis of what- 
ever cause, are responsible for heart-pain in 
the great majority of adults when ‘there is an 
organic basis for cardiac symptoms. 

The first is syphilitic aortitis, which as a 
rule is revealed clinically by a faint systolic 
blow over the aortic area. This murmur can 
generally be heard best at the end of forced 
expiration when the patient is recumbent. At 
least three pathologic processes resulting from 
syphilis may cause this murmur. It may be 
due to sclerotic plaques in the root of the 
aorta; it is sometimes caused by an organic 
dilatation of the aortic ring, as a part of the 
process of diffuse dilatation of the aorta, which 
almost invariably occurs in cardiovascular 
syphilis; or it may at times result from syphi- 
litic thickening of the aortic leaflets. In pa- 
tients with cardiovascular syphilis of long 
duration, the coronary arteries are frequently 
dilated to such a degree that their lumina are 
even twice the diameter of a normal coronary, 
but in such cases the coronary orifices in the 
aorta are usually almost completely obliterated 
by arteriosclerosis. 

The second is coronary thrombosis. The 
most severe heart-pain may occur suddenly as 
the result of a thrombus forming in an arterio- 
sclerotic coronary in a person who has pre- 
viously been in the best of health. If a small 
branch of a coronary artery is occluded, the 
patient may recover even after the pain has 
continued without remission for days. The 
heart muscle diStal to the thrombus becomes 
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softened, infiltrated with leukocytes, a mural 
thrombus forms over the site of myomalacia 
cordis, and a focal area of transitory peri- 
carditis can sometimes be detected clinically. 
In time this area of dead tissue is organized 
into an infarct which can be seen as a scar in 
the wall of the heart. If this process occurs 
repeatedly and only the smallest branches of 
the coronaries are thrombosed, a diffuse fibrosis 
of the myocardium finally results, which can 
be recognized with the microscope. 

The third serious heart affection is strep- 
tococcic endocarditis. Recent work by Ulrich 
and Clawson indicates that sub-acute bacterial 
endocarditis and rheumatic endocarditis, two 
diseases formerly considered as separate clin- 
ical entities, are different clinical types of the 
same disease which is caused by the strepto- 
coceus viridans. The severe form, sub-acute 
streptococcic endocarditis, is usually associated 
with persistent heart-pain, and emboli may be 
swept from either valvular or mural thrombi. 
Late manifestations of the milder form of this 
disease, rheumatic endocarditis, result from 
pathologic changes in the heart, consisting of 
tibrosis and contraction of the mitral cusps, 
with shortening of the chordae tendineae, and 
areas of circumscribed fibrosis in the heart 
muscle, or from chronic adhesive pericarditis. 

There is no type of pain which is invariably 
characteristic of any of the heart pathology 
outlined in this paper, and the finding at 
autopsy will often humble the clinician who 
tries to diagnose the anatomic condition of 
the heart by the symptom, pain. 

611 Medical Arts Building. 
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PLEURISY.* 
By MARSHALL J. PAYNE, M. D., Staunton, Va. 

Pleurisy, or pleuritis, is an inflammation of 
the pleura or pleural sac. It may be localized 
or generalized, and is dependent upon some 
infecting organism. Pleurisy is a definite 
pathological entity. It is a symptom complex 
which appears as an intercurrent phenomena 
associated with, or the result of, some definite 
infection. The primary infection in question 


*Read at the meeting of the Medieal Association of the 
Valley of Virginia, in Winchester, September 24, 1925. 
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has a causative and positive relation to the 
pleurisy, though the infection may be over- 
looked or undiscoverable. 

Infection of the pleural sac, like that of all 
other closed or serous body cavities, is possible 
only when pathogenic bacteria reach the 
pleural cavity through the lymph or blood 
stream, by trauma, as through an open wound 
involving the thoracic wall, by direct exten- 
sion from a neighboring organ which at the 
time is the seat of an infection, by perforation 
of some viscus into the pleural cavity, the es- 
cape of the previously infected contents of the 
viscus carrying the infecting organism, by some 
specific disease as, for example, syphilis, or by 
metastasis of malignant disease, by typhoid 
fever or some specific defined infection, as sep- 
tic infection, or pyemia, Idiopathic pleurisy 
is an impossibility. 

Pleurisy may be associated with organic vas- 
cular disease, as myocarditis, arteriosclerosis 
and Bright’s, and is due to the altered con- 
dition of the blood vessels and the circulating 
fluid. 

I shall not further review the causes, I only 
desire to emphasize the relationship existing 
between foci of infections and pleural inflam- 
mation, The occurrence of pleurisy in typhoid 
fever is not to be forgotten. In a series of 
cases at Munich, 8 per cent of cases dying were 
found at autopsy to have had pleurisy. 

A primary pleurisy is a symptom complex 
which interrupts a period of apparent or sup- 
posed health, and calls for a searching exami- 
nation in order that the cause may be fully dis- 
covered and, if possible, removed. By pri- 
mary pleurisy is meant an inflammation of the 
pleura in which an associated or intercurrent 
process upon which the pleurisy may rest is 
not or cannot be discovered. The very nature 
of the thing, therefore, makes a primary 
pleurisy very rare, certainly if a well ordered 
study of the case is made. 

Secondary pleurisy is well understood and 
calls for no further explanation of the term 
than to illustrate, as for example, tonsillitis or 
pulmonary tuberculosis, originating the in- 
flammation of the pleura. 

In times past, and even now in the minds 
of many clinicians, a prejudice occurs, to-wit, 
that all pleurisies are tubercular. This preju- 
dice to my mind is unwarranted and is due to 
the fact that the cause is not always diligently 
sought. This has a very important bearing on 
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the after life of the applicant, and on indus- 
trial relations and demands that all cases shall 
be carefully studied in order that the cause, or 
the focus of the infection, may be discovered. 

From the clinical standpoint of physical 
signs, pleurisy may be set out or defined as dry, 
or non-exudative, including the rheumatic 
forms, and the exudative with effusion and, at 
times, gases, the latter including the suppura- 
tive type, hemorrhagic types, and the effusion 
due to passive circulation or failing circula- 
tion. It is well known indeed that practically 
all lingering diseases are attended by a collec- 
tion of more or less fluid in the ciosed body 
cavities, notably the pericardial, the pleural 
and peritoneal cavities. 

From the standpoint of etiology, the follow- 
ing plan is convenient, when the associated dis- 
ease is known: 

Rheumatic, attended by acute joint symp- 
toms. 

Tuberculous, very frequent, recovery at times 
surprising. 

Purulent, dependent upon_ streptococci, 
staphylococci, facultative parasites, pneumo- 
cocci, typhosus and colon bacilli. 

Traumatic, stab, gun shot, compound frac- 
ture rib, ete. 

Specific, syphilitic. 

The character of exudate may be serous. 
purulent, hemorrhagic and may be mixed with 
gases. 

Symptomatology: Period of incubation is 
indefinite as in cases of latency. In cases of 
trauma it may develop after twelve hours. 
The prodromal symptoms are absent. 

Mode of onset and course of disease: It 
rarely begins with a chill or chilly feeling. 
Generally there is pain with a stitch in the 
side. This pain is sharp and decidedly de- 
pendent upon respiration. During the follow- 
ing days—seldom extending over a week—the 
symptoms are those of acute infection. Slight 
fever, headache, anorexia, constipation. The 
local stitch pain and friction slowly disappear, 
although a painless rub may be present. The 
patient slowly regains health; the convales- 
cence is usually slow. 

The objective symptoms are rapid, shallow 
breath, pain, the patient holds his affected side 
immobile and carefully avoids motion of the 
trunk; he leans toward the affected side and 
presses it with his hand. Cough is an early 
symptom and it is present in 71 per cent of 
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the cases, according to Lord. It is painful. 
short, hacking and dry, probably pleural in 
origin; the sputum is rarely tinged with blood: 
the temperature is rarely elevated but ma 
reach 102 to 103. The pulse is in proportion 
to the temperature and ranges about 100 pe: 
minute. 

Subjective symptoms: Chilly feelings ar 
rarely present; pain in the side as a stitch is 
common, The character of the pain is shori 
and stabbing. 

On inspection there is lack of symmetry 
disproportions of measurements, with bulginy 
of affected side, bulging of intercostal spaces. 
and in case adhesions are present pulling in 
wards of the intercostal space on inspiration 
may be noted. 

There are diminished or absent respirator) 
movements of affected side. 

Percussion dullness may be noted with de 
scent of diaphragm, and on right side of de 
scent of liver. Have patient breathe as per 
cussion is made. 

Traube’s space is obliterated in the left side 
or with effusion pleurisy. 

Skoda’s resonance is heard below the clavicle 
in medium sized effusion. 

Palpation shows an absence of vocal fremi 
tus, and displacement of heart to the left in 
right side and to the right in left side pleurisy. 

The evidences obtained by auscultation are 
the most significant. There may be noted fric 
tion sound and pleural rub, at the onset and in 
stage of resolution, though I have not observed 
the latter personally. 

Diminution or absence of vesicular breat!: 
sounds, pleuritic murmur, egophony, and whis 
pering pectoriloquy are found by careful aus 
cultation. 

Fluoroscopy shows a depression and immo 
bility of the diaphragm, and displacements of 
viscera. X-ray examination should not be 
neglected, as it will show opacity of the af 
fected area. 

An exploratory puncture may be made to 
discover if fluid is present. The determina 
tion of the presence of pleurisy, and the pres- 
ence or absence of fluid is not sufficient, how- 
ever, for the study of the case should properly 
include a determination of the original pro- 
cess, or the underlying cause, and the focus or 
point of entrance of the infection. For this 
reason, a careful study of the case is essential. 

The physical and X-ray findings should be 
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carefully correlated and the laboratory exami- 
nation should be thoroughly and exhaustively 
done. Wassermann, Widal and blood culture 
should always be included. 

The most important laboratory examination, 
perhaps, is the sputum, for the purpose of dis- 
covering the specific organisms, The test for 
albumin in the sputa is characteristic and diag- 
nostic for tuberculosis, even in the absence of 
the bacillus of tuberculosis, so this should be 
included. 

The diagnosis should not rest with the dis- 
covery of the pleuritic condition but must be 
extended to discover the cause. 

The following cases are cited to illustrate 
the points in question: 

Mrs. Wm. J. P. Past history: illness in 
chilhood and at time of marriage strongly sug- 
gested tubercular infection. 

First seen in the Fall of 1924. Diagnosis at 
first visit—activity right apex, confirmed by 
X-ray, and patient was advised to take sana- 
torium treatment. Entered sanatorium, and 
suffered a grippal infection and, from that 
time on, the progress has been steadily down- 
wards. Left lung clear, reports and X-ray 
from sanatorium, Was advised to have col- 
lapse of lung, right side, by rib resection, but 
declined, Quickly following this advice there 
developed a left sided, acute, violent, pleurisy 
with considerable shock, apnea, and prostra- 
tion. 

The left chest was aspirated and 1200 c.c. 
serous fluid was withdrawn. Relief was 
prompt and progress satisfactory. There was 
no reaccumulation of fluid and she was re- 
moved to her home. Since return home she 
has improved. No recurrence of pleurisy. 
Numerous attempts were made in this case to 
compress right lung by gas, all of which failed 
on account of pleural adhesions. 

It is interesting to consider the actual cause 
of the pleurisy of the left side, and to note 
that it apparently has subsided, and that no 
recurrence has occurred to date. The right 
lung is functioning perhaps about 10 per cent. 

‘The only interesting feature in this case is 
the apparent, quick and continued abatement 
of a severe pleurisy in the presence of a known 
severe and well advanced pulmonary tubercu- 
losis. I feel warranted in saying that the im- 
provement has been brought about by the ad- 
ministration of para-thormone hypodermi- 


cally. 1 would have you contrast this clin- 
ical picture with the following case: 

Negro, age twenty, married, whose family 
history was unimportant and whose past his- 
tory was not remarkable except for influenza 
in 1918 followed by pneumonia which he 
thought was in the left side. He was taken 
sick July 10, 1925. He complained of headache 
and malaise, but continued up until July 15th 
when he went to bed with temperature of 
104.2°. His temperature remained elevated un- 
til July 25th when it began to subside by lysis. 
About August 14th, more than a month after 
the onset of his disease, he had a chill and de- 
veloped dyspnea and a very slight cough. The 
cough was never pronounced and the expecto- 
ration was scanty or absent. August 22nd, 
when he was admitted to the hospital, and dur- 
ing his stay there of eleven days, his tem- 
perature was normal or subnormal in the morn- 
ing, and from 100.5° to 102° in the afternoon. 

Physical ewamination: In the early part of 
his disease, he revealed no abnormality except. 
rapid wasting of the tissues, sordes of the 
tongue, and elevation of temperature. Rose 
spots were never seen, and the spleen was not 
palpable. The lungs were clear. After his 
chill, flatness and bronchial breath sounds ap- 
peared over the left lower lobe, patchy in out- 
line, and a diagnosis of bronchial pneumonia 
was made. Several days later the heart sounds 
were not heard over the precordium, but were 
distinctly heard to the right of the sternum. 

Upon admission to the hospital, August 
22nd, the right border of the heart was dis- 
placed an inch to the right of the sternum. The 
heart-rate was rapid, and the sounds were not 
heard in the natural area but were heard well 
to the right of the sternum and along the 
sternal border. There was flatness over the 
left lower chest anteriorly and posteriorly, with 
absence of breath sounds, At the angle of the 
scapula, increased breath and voice sounds and 
tubular breathing were heard, also a few rales 
after cough were heard over this area. A 
roentgenogram of the chest at this time showed 
the heart displaced slightly to the right, and 
cloudiness over the entire left chest suggestive 
of fluid. Paracentesis was done the following 
day, about 1200 c.c. of bloody fluid being re- 
moved. The next day the heart sounds were 
heard to the left of the sternum and peri- 
cardial friction rub appeared at the base, dis- 
appearing in twenty-four hours. 
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Laboratory findings: Widals and blood cul- 
tures July 28th, August 4th, and August 27th 
were negative. 

Urinalysis, August 31st was negative save 
for a decided trace of albumin. 

Wassermann August 27th was 3 plus. 

Progress: The patient was discharged from 
the hospital September 1st and put on potas- 
sium iodid and bichloride of mercury. When 
last seen September 11th, the heart was still 
displaced slightly to the right of the sternum. 
Breath and voice sounds were absent at the 
left base, and the area of unresolved pneu- 
monia at the angle of the scapula was still pres- 
ent. There was improvement of breath and 
voice sounds posteriorly over the left lower 
lobe, with the exception of the base, and heart 
sounds were heard two inches to the left of 
the sternum. 

H. R. Case No, 10332 admitted June, 1925. 
He was sick eight weeks before admission. On- 
set of illness gradual, prodromal symptoms, 
headache, malaise, fever, weak, pain in stom- 
ach. Had taken some patent medicine. 

Has had measies, scarlet fever, typhoid fever, 
and, when child of seven, rheumatism. No in- 
juries, no surgical operation, no alcoholism, no 
venereal infection. 

Family History: Father dead, age and cause 
unknown; mother forty-two living and well: 
one brother, living and well; no sisters; no 
hereditary disease. 

The clinical course of the preceding disease 
was that of typhoid fever, the temperature, 
pulse, respiration, curve, tongue and abdomi- 
nal distention, all indicating enteric fever. 

A careful examination of the chest at the 
first visit, eight weeks prior and several sub- 
sequent times before admission, failed to dis- 
close evidences of chest involvement. A few 
coarse moist rales were present. 

There was pain in the right upper abdo- 
men, two weeks prior to admission, with recur- 
rence one week later. This was attended by 
pleural rub, and evidences of fluid in the chest. 
X-ray examination was made June 4th, and 
report was as follows: 

Left chest negative, large amount of fluid 
in right, compressing all lobes of the right 
lung. The heart is pushed to the left. The 
density of the fluid indicates fluid is serous or 
beginning seropurulent. 

Urine showed small amount of albumin, 1] 
hyaline and granular cast to field. 
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Blood R. B. C. 3,744,000, W. B. C. 6,000. 
Hbg. 60, Neut. 80, small mononuclears 20. 
sputum showed usual pneumococcus and 
staphylococcus, but was negative for tuberculo 
sis. Skin test O. T. Negative. 

Fluid from chest negative for tuberculosi- 
and negative for typhoid agglutination. 

Wassermann negative. Widal and 
culture for typhoid negative. 

June 4, 1925, the chest was aspirated on 
right side, sixth interspace anterior to the 
axillary line and 1250 c.c. of fluid withdrawn. 

Throughout the case did not cough. 

Five aspirations showed no infection; total 
fluid withdrawn was 8615 c.c. 

Guinea pig injected. Report was negative 
for tuberculosis. 

Fluid was always clear, serous, no flakes, 
each specimen was tested for bacterial con 
tents; no growth. 

Air was deliberately injected into the pleura! 
sac at fourth and fifth aspirations. 

Physical Examination: September 17, 1925 
Air enters to right base, no rales, but evidence 
of thickened pluera, and evidences of restricted 
movements of chest of the right side. 


blooc 


Impression; Clinical typhoid fever, compli 
cated by exudative pleurisy, This opinion is 
sustained by absence of response to all reason 
able tests in the presence of a true clinical 
tvphoid, even though negative Widal and nega- 
tive blood culture were found. 

Convalescence: Patient is gaining weight 
and strength, and appears well. Recovery wa- 
entirely too rapid for tuberculosis, The heart 
is still a trifle fast. 

The treatment of pleurisy is well worked out 
and should seek to: 

1. Remove the cause, if possible. 

2. Relieve pain; morphia may be required, 
in early stages. Strapping of chest is advis 
able. 

3. Meet the indications in the case, as may 
be required. 

4. Careful observation for presence of fluid 
in chest, and prompt removal of fluid, not 
waiting for the fluid to collect in enormous 
amounts, This is especially important when- 
ever purulent exudate is present. 

5. Hypertonic sugar solution, 7. ¢., glucose 
solution intravenously and injection of satu- 
rated solution of ordinary white sugar intra- 
muscularly daily are advisable.. 
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6. Aspiration or drainage of pleural sac, 
in presence of exudate. 

7. Purposeful injection into the pleural 
cavity of air or nitrogen gas. I am sure I have 
seen the admission of air benefit the process 
of pleurisy. 


Analyses, Selections, Etc. 


Physical Defects as Revealed by Periodic 

Health Examinations. 

In the American Journal of Medical 
Sciences, for October, 1925, there appears an 
article by Louis I. Dublin, Eugene Lyman Fisk 
and Edwin W. Kopf, of New York, under the 
above caption. 

This study describes the principal findings 
in the examination of 16,662 white males, 
policy-holders of the Metropolitan Life In- 
surance Company, examined by the Life Ex- 
tension Institute in 1921. The group examined 
represented the average type of insurance 
policy-holder. The examinations were carried 
out by a selected group of physicians corre- 
sponding closely to the higher type of general 
practitioner. The examinations were volun- 
tary health examinations and not for the pur- 
pose of obtaining insurance. The age inci- 
dence varied from below 25 to over 55. Oc- 
cupation was not determined in all cases, most 
of theni being clerical, mercantile or executive. 
From the above mentioned facts it is reason- 
able to conclude, that the findings would be 
representative of what one would find in adult 
males in the usual run of general practice. 


_ TABLE No. I 


Errors i in _Hygien ne by Age Groups. 


55 & 
Over 


35 45 


Ages | to 44 | to 54 








38. 
38.2 
44.6 
is 
32. 
28. 
58. 


Too high protein diet. 37. 36. 
Too little water consumed....| 36. 37. 
Too much tea and coffee......| 40. 42. 
Excessive alcohol ; 
Excessive tobacco 33.3 | 33: 
Hours of work too long 26. 29. 
Lack of exercise 60. 63. 
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Table No. I shows that 60.8 per cent of the 
group took insufficient exercise. Over 37 per 
cent: were taking too much protein. The same 
proportion consumed too little water and over 
40 per cent partook of an excess of tea and 
coffee. As a whole this table shows that a very 
high percentage of these examined were com- 
mitting serious errors in hygiene. 
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TABLE No. II—Percentage of Persons showing Physical 
impairment. 
_ Age caren 


Over 20% underweight 
Over 20% overweight 
Defective vision uncorrected 
Enlarged septic or buried 


Mitral Stenosis 

Aortic Regurgitation............ eee eae 

Pulse above 90 

Slight arterial thickening 

Blood Pressure, 20-40 mm. 
Hg. above normal........ 

ee 

Hemorrhoids... 

Headaches.. . 

Albumin in urine, slight trace 

Sugar, trace... pits 


et ed al 


6 
24. 


on 
LS 





Nm 


40.: 
: 36. 


| 15.8 
4.2 
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Table No. Ul brings to light certain facts 
which are not generally appreciated by the 
medical profession as a whole. Of all ages 
one-eighth were more than 20 lbs. overweight; 
nearly 30 per cent had defective vision un- 
corrected; 26.2 per cent had buried or septic 
tonsils; 14.3 per cent slight arterial thick- 
ening; nearly 40 per cent with constipation; 

2.3 per cent hemorrhoids; 15.4 per cent with 
headaches; 12.9 per cent with slight trace of 
albumin, and 3.6 per cent with slight trace of 
sugar. Nearly 20 per cent of the total group 
had defective posture and over 16 per cent had 
flat feet. 

A special study was made of the overweight 
group and comparison made with those of nor- 
mal weight. 


TABLE No. III—Percentage Age Grouping of Normal 
and 20% Overweight. 





Over 20% 
| Overweight 


_ _ Normal 
5% Underweight to 
5% Overweight 


Age Division, 
Years 


12.9 
4.9 
8.1 
14.1 
18.9 


19.8 


} 

| 

| 

| 

All ages......... 28: 
Under 25........ St. 
ys i 

25. 

25. 


55 and over...|  ~ 23 . 4 








Table III shows the age incidence of the 
normal and overweight groups. It illustrates 
the well known fact that overweight is more 
common with advancing years. In those un- 
der 25 years, 31.7 per cent are of normal 
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weight; over 55 years, 23.9 per cent normal. 
Under the age of 25 years, only 4.9 per cent 
are over 20 per cent overweight, whereas at the 
age of 55 years and over the incidence runs 
up to 19.8 per cent, 


MEDICAL MONTHLY. 


{| March 


ably the number of cardiac and renal involve- 
ments, which today follow in the train of ex- 
cessive alimentation.” 

Rose is quoted as having observed “an al- 
most uniform and, in the majority of cases, 


TABLE No. IV—Comparison of overweight and normal weight groups, with respect to blood vessels and 
blood pressure. 











Impairments in Weight Classes All Ages 





OV ERWEIG HT GROUPS 
Slight arterial thickening................. caus 
Moderate arterial thickening... Pein 
Blood pressure, 20-40 mm. above. 


14.1 
3.8 | 
Sees 12.8 
NORMAL WEIGHT GROUPS 
Slant arterial thicuening ...._............... 
Moderate arterial thickening. _...................... 


| 
| 
Blood pressure, 20-40 mm. BDOVE.......---n-n-- 5. | 





— 


Ute 
Naw 





Under 25 25-34 35-44 45-54 |55 & Over 
| 
Ae ae 8.4 | 15. 16.3 20.7 
2.4 2.5 2.2 4.6 11.1 
5.3 10.1 9.8 17.9 20.3 
| 
6.6 11.8 15.2 18.7 24.4 
2.6 2.9 3.8 7.3 14.5 
5.6 4.3 3.4 6.8 7.3 














A study of Table IV shows that blood pres- 
sure 20-40 mm. Hg. above normal is more 
common (12.8 per cent) in the overweight 
group than in the group of normal weights 
(5.2 per cent). Arterial changes on the con- 
trary are higher in the normal group than in 
the overweights. The authors do not attempt 
to explain this but suggest that difficulty in 
palpating the artery in the overweight group 
may have something to do with it. 

“It follows therefore, that the detection of 
overweight in early life and the correction of 
this defect through dietary and other hygienic 
counsel would materially reduce the number of 
persons in the general population having 
hypertension. This would consequently post- 
pone serious embarrassment of the circulatory 
apparatus and would eventually effect favor- 


satisfactory reduction of high blood pressure 
during the process of weight reduction through 
dietary control. Thereby the accompanying 
symptoms, notably shortness of breath, palpi- 
tation, cedema of lower extremities, albumin- 
uria (due to congestion of kidneys), headache, 
distention with gas, difficult locomotion and 
painful feet are quickly relieved.” 

Table V shows definitely that overweight 
impairs the urinary function, especially in ad- 
vanced years. 

Cireulatory System: In the examination of 
the heart and arteries the most important facts 
noted were: organic murmurs present in 1 per 
cent, enlargement of heart 2.7 per cent, rapid 
pulse (above 90) in 8.3 per cent, slow pulse 
(below 58) in 1.4 per cent and abnormal blood 
vessel in 22.6 per cent. 


_ TABLE No. V—Percentage of Normal and Overweight Persons, showing Urinary Impairment by Age Groups. 








Impairments in Weight Classes | All Ages 





OVERWEIGHT GROUPS 
UN, NN OU ic ccaneascsebcarcacsastn 1 
Albumin, definite trace 
NN CEI nace secssessenns sided cieesabakonsem bevnansacoaa 
aed eka ta ahaieags Deeelgiken cent bceesexctwaveclcaeancabiocs 
Casts, granular and epithelial 
Ce ES aa ee rere ene ee 


NORMAL WEIGHT GROUPS 
Albumin, slight.............. Salts ellie cane telpaateaaceaccaee 
Albumin, definite trace._.................................. 
Sugar, trace... eiareeicectel 


Oe 
WDWAWW 


an 


—_ 
NR WH do 


CH OO be me pp 


Pus... scare sined erie 
Casts, ‘granular 0 or r epithelial. Bseavandosdetanitis 
Casts, hyaline... siento 
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Under 25 25-34 35-44 | 45-54 | 55 & Over 
9.8 12.9 13.6 14.8 19.5 
sincsbeaginesicbiad 3.8 2.6 3.1 11.2 
2.4 2.9 4.7 6.1 4.9 
iceacasstrea 3.1 3.3 3.3 3.9 
Teeny ere BS 6 1.3 1.0 
4.9 4.9 5.3 7.2 10.7 
12.3 11.9 11.9 13.9 14.1 
3.2 1.9 1 2.0 4.4 
4.8 3.0 2.5 3.5 3.6 
1.6 2.5 2.3 3.9 4.8 
Weerne err see ae 2 3 ee 8 
4.0 2.2 3.3 5.1 6.8 
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TABLE No. Vi—Study of*1,021 Cases of High Blood 
Pressure, compared with 13,308 Cases of Normal Blood 
Pressure. 








Normal Blood 
Pressure 13,- 
Physical defects and in- |308 white males. 
fluential living habits. | (20 above—15 
below). 


High Blood 
Pressure in 1021 
white males. 
(20-40 mm.) 
above standard. 
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High protein diet 

Excess of tea and coffee... 
Alcohol (moderate) 
Alcohol (excess) 
Tobacco, temperate 
Tobacco, excess 
Functional heart signs... 
Valvular defects 
Hypertrophy 

Rapid pulse (over 90) 
Arterial changes. 

Tonsils (defective). 
Caries of teeth 
Constipation 
Albuminaria 


He Ww 
Ao oo 


DU C0 SISTINE WOO SIN OOK HOO OO 
Com COW UI 


wom 
mw bo 


COA STN 





Glycosuria 

Overweight, 10-15 %........ 
Overweight, 15-20% 
Overweight, over 20%... 


| 


mn O UF ATOM ORD 





| 
| 
| 
| 


Table VI, which is a study of the relation 
of certain hygienic errors and physical defects 
to blood pressure readings, is most illuminat- 
ing. Some of the inferences conveyed are at 
least contrary to the fixed opinion of a large 
percentage of practicing physicians. High 
protein diet has long been considered as one 
of the chief causes of high blood pressure. 
The figures from Table VI would tend to show 
that this is not the case. Recent research along 
the same lines gives similar conclusions. 
(Strouse and Mosenthal). 

In the high blood pressure group, 44.3 per 
cent are given as using an excess of tea and 
coffee as against 40.8 per cent in the normal 
group. Just what importance to give this is 
hard to say. An excess of tea or coffee de- 
pends not only on the number of cups con- 
sumed per diem but also on the strength of 
the beverage. 

Tobacco: The high pressure group shows 
31 per cent using tobacco in excess as against 
33.1 per cent of normal blood pressure group. 
This is in accordance with previous studies 
and shows us that tobacco in excess, if any- 
thing, tends to lower the blood pressure. 

Functional Heart Signs: Functional heart 
signs, such as “sinus arrhythmia,” “extra- 
systole,” so-called “haemic murmur,” have in 
the past generally been considered of no signifi- 
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cance. The high blood pressure group shows 
an incidence of 9.6 per cent having functional 
heart signs as compared with 5.6 in the nor- 
mal pressure group. This difference of 4 per 
cent is at least worthy of note. 

Rapid Pulse: The high pressure group 
showed 18.7 per cent with rapid pulse (over 
90). Normal pressure group 7.7 per cent. 
This marked difference, 11 per cent, corrobo- 
rates past observation of the common incidence 
of rapid pulse with high blood pressure. 

Tonsils: There was no appreciable differ- 
ence in the percentages of the two groups hav- 
ing infected tonsils. This fact is important. 
Infected tonsils have had their day, as did the 
appendix, infected teeth and other various 
conditions, of being blamed for numerous ail- 
ments. This study would tend to show that 
they are not a big factor in the production of 
high blood pressure. 

Teeth: Amongst the defects of the teeth, 
“recession” and “pyorrhoea” show an appreci- 
able higher percentage amongst the high pres- 
sure group. 

Constipation; Since Lane’s work on resec- 
tion of the colon, constipation has come into 
prominence as a supposed cause for many 
physical impairments. The figures given in 
this study would make us at least hesitate 
before quoting it as a cause of high blood pres- 
sure. 

Overweight: ‘The case against overweight 
has been definitely proven. In all three classi- 
fications, i. e., 10-15 per cent group, 15-20 per 
cent, and over 20 per cent overweight, there is 
an appreciable higher percentage in the high 
pressure group than in the normal. The differ- 
ence in the “over 20 per cent overweight” group 
is most marked, 12.9 per cent. These figures 
should be particularly borne in mind. Weight 
reduction today is being done chiefly by sana- 
toria or special institutions for that purpose. 
The amount that is done by the general prac- 
titioner is very small. In view of the import- 
ance of weight reduction, it is high time that 
the profession at large took this matter up in 
earnest. 

Respiratory System: Examination of the 
respiratory system showed a surprisingly low 
incidence of lung conditions. ’ Incipient tuber- 
culosis showed 4 per cent. Advanced pul- 
monary tuberculosis shows only six cases in 
the series. The upper respiratory tract showed 
a high percentage of defects. Tonsils enlarged, 
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septic or buried, showed an incidence of 26.2 
per cent. 

Digestive System: Fifty-five per cent had 
teeth defects. Forty-one per cent had had ex- 
tensive dental work done. Fifty-four per cent 
had some form of stomach or abdominal trou- 
ble, and 39.7 per cent gave a history of con- 
stipation. 

Genito-Urinary System: A summary of the 
findings shows that, in 12.9 per cent of cases, 
a slight trace of albumin was present, in 2.4 
per cent marked amounts. In both the over- 
weight and high blood pressure groups the 
percentage of cases showing either albumin or 
sugar was higher than the normal. History of 
gonorrhea was given in 6.3 per cent of the 
cases. Rheumatism, gout, heart murmurs, 
heart enlargement, albumin and pus in the 
urine, were much more common in those giv- 
ing history of previous gonorrhea. 

There was nothing of special interest 
brought to light regarding the nervous system. 

Endocrine System: Disturbances of in- 
ternal secretions were found in 2.3 per cent of 


cases. Enlarged thyroids in 2.1 per cent. 
Miscellaneous: Frequent headache was re- 


ported in 15.4 per cent of cases examined, de- 
fective vision in 54.9 per cent, and defective 
hearing in 15.4 per cent. About 9 per cent of 
the total group were in the habit of using 
patent medicines and over 17 per cent suffered 
from frequent colds. 





CoNncLusIONS. 

This study gives us a clear conception of 
the enormous amount of latent or unrecognized 
physical impairments which are harboured by 
the adult male population of an average com- 
munity. 

The part which attempts to correlate faulty 
hygiene and certain habits with high blood 
pressure and impaired urinary function is 
most unique and interesting. It should at 
least teach us to base our opinions on proven 
scientific facts rather than on hearsay and 
rumor. Further study of this nature will un- 
doubtedly bring forth new light on the etiology 
of chronic diseases. The early stages of most 
chronic diseases are accompanied by no alarm- 
ing symptoms and only by periodic health 
examinations will these conditions be discov- 
ered. 

The facts shown in this study should be 
sufficient to awaken an interest in preventive 
medicine in adults by the profession as a whole. 
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The medical journals are at present advocating 
the adoption of periodic health examinations 
as part of a physician’s duty. There is no 
doubt as to their merit. Let Virginia lead 
in this forward movement for better health. 
H. G. Grant, M. D., 
Bureau of Epidemiology, 
State Board of Health. 





The Significance and Prevention of Blind- 
ness Due to Intranasal Disease.* 

Nasal accessory sinus disease is responsible 
for defective vision and blindness more often 
than is supposed, according to M. J. Gottlieb, 
in the Laryngoscope for November, 1925. Be- 
cause of the anatomical relationship existing— 
the commissure often directly over the sphe- 
noid and the optic nerve as it goes forward 
being in intimate contact with the ethmoid for 
about half its length—infection in these two 
sinuses is often the etiological factor in cases 
of retrobulbar optic neuritis. 

The optic canals vary in shape and size in 
the same and in different individuals—the 
average normal diameter being 5.35 mm. and 
in twenty-five cases of this trouble it was 4.68 
mm. The cases with a canal of 4 mm. or less 
require an immediate ventilation, those of 4.5 
mm. allow more time for study and those of 
5 mm. or over usually recover from an acute 
attack. 

The microscopical findings are a function- 
less over-growth of supporting tissues. That 
is also found in cases with no optic nerve in- 
volvement: and it is possible that this predis- 
poses and that an infection excites an edema 
which compresses the nerve in its unyielding 
canal, Even in cases with frank pus exuding, 
the findings were fibrosis and cell infiltration, 
and microscopical study does not furnish a 
reliable source of information. 

X-rays are of no value in these cases and 
the nasal mucosa and turbinates may appear 
to be normal. In the cases with negative find- 
ings after all other means have failed these 
sinuses should be opened and as time is prec- 
ious, one is justified in doing so without fur- 
ther investigation. 

In acute cases prompt recovery follows the 
removal of the cause and in the chronic cases 
recovery is slower and less certain. In these 
cases the middle turbinate should always be 





~ *Abstract from Current Literature on Eye, Ear, ‘Nose and 
Throat Diseases, read at the meeting of the Richmond Oph- 
thalmological and Oto-Laryngological Society, December 15, 1925. 
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sacrificed and because of the impossibility of 
opening all ethmoid cells a guarded prognosis 
should be the rule. 


In this connection I might mention that suc- 
tion or the use of negative pressure in the nose 
in nasal accessory sinus infection is being em- 
ployed on an increasing scale and the reports 
on its use are very favorable, In many acute 
and subacute cases its use has made operation 
unnecessary and it is also an important factor 
in the treatment of chronic cases, This has 
been our experience in a large number of cases. 


Our knowledge of glaucoma has increased 
very little in the last fifty years and we are 
still in the dark as to the etiological factor or 
factors and as to which type of operation to 
employ in any given case. It is still a hard 
matter to decide just when an operation is 
needed, but it is well known that the conges- 
tive type always requires it. And I believe 
that in the majority of cases the process, in 
spite of operative work, goes on and the in- 
evitable result, blindness, ensues. Iridectomy 
is still the most popular operation. Many of 
the non-congestive cases do well under miotic 
treatment and some of them retain good vision 
for many years. 

Newson H. Turner. 





Proceedings of Societies 


The Wise County Medical Society, 
At its annual meeting in Norton, February 
24th, elected Dr. W. B. Barham, of Big Stone 


C. B. 


Gap, president, and re-elected Dr. 
Bowyer, Stonega, secretary-treasurer. 
The Elizabeth City County Medical Society 

Held a re-organization meeting in January 
at which time Dr. J. Wilton Hope, Hampton, 
was elected president, and Dr. Geo. W. McAlI- 
lister, also of Hampton, secretary. It was de- 
cided to hold meetings on the first and third 
Mondays. 

. The Giles County Medical Society, 

After being inactive since 1918, has re-or- 
ganized and will hold meetings on the last 
Monday in each month. Dr. J. W. Miller, 
Pembroke, was elected president; Dr. W. D. 
Woolwine, Pearisburg, vice-president; and 
Dr. W. C. Caudill, Pearisburg, secretary-treas- 
urer. 


VIRGINIA MEDICAL 


MONTHLY. 197 


The Albemarle County Medical Society, 
At its annual meeting in January, elected 
Dr. T. H. Daniel, Charlottesville, president; 
Dr. W. E. Bray, University, vice-president; 
and re-elected Dr. F. C. McCue, Charlottes- 
ville, secretary-treasurer. At this meeting, 
Dr. T. R, Pratt, of Blue Ridge Sanatorium, 
Charlottesville, was elected a member. 


The Augusta County Medical Association 

Held its regular tri-monthly meeting in 
Staunton, on February 3rd, at which time in- 
teresting papers were presented by Drs. C. 
W. Putney y, A. Hume Sprinkel, and Alex. F. 
Robertson, all of Staunton. Dr. J. L. Alex- 
ander, Staunton, is president, and Dr. H. G. 
Middlekauff, Weyers Cave, secretary of the 
Association. 

There was a great deal of favorable discus- 
sion of the paper by Dr. Robertson, on the 
subject of “Periodic Health Examinations,” 
and much interest was manifested in the sub- 
ject. 

The Lynchburg and Campbell County Medi- 
cal Society, 

At its annual meeting, 
Ferguson president; Dr. A. W. Terrell, vice- 
president; and re-elected, Dr. F. Musgrave 
Howell, secretary-treasurer, All officers are 
of Ly nchburg. 


The Truth About Medicine 


In addition to the articles enumerated in our 
letter of December 26, 1925, the following have been 
accepted: 

Swan-Myers Company 

Bermuda Grass Concentrated Pollen Extract— 
—Swan-Myers; Costal Sagebrush Concentrated 
Pollen Extract—Swan-Myers; Johnson Grass 
Concentrated Pollen Extract—Swan-Myers; Red- 
Root Pigweed Concentrated Pollen Extract— 
Swan-Myers; Sunflower Concentrated Pollen Ex- 
tract—Swan-Myers; Sweet Vernal Grass Concen- 
trated Pollen Extract—Swan-Myers. 


NEW AND NONOFFICIAL REMEDIES 


Special Pertussis Vaccine.—-A pertussis bacillus 
vaccine (New and Nonofficial Remedies, 1925, p. 353) 
marketed in 5 c.c. vials. Cutter Laboratory, Berke- 
ley, Cal. 

Coco-Quinine.—Each 100 c.c. contains quinine sul- 
phate 2.19 Gm. (10 grains per fluid ounce), suspended 
in a syrup flavored with chocolate, yerba santa and 
vanillin, and containing sodium benzoate, 0.18 Gm. 
per 100 c.c. and alcohol, 4 per cent. Eli Lilly & Co., 
Indianapolis. ° 

Concentrated Culture of Bacillus Acidophilus.— 
P. D. L.—A milk culture of Bacillus acidophilus sup- 
plied in vials containing 8 c.c. It contains not less 
than 300 million viable organisms (B. acidophilus) 
per c.c. at the time of sale. For a discussion of 


elected Dr. W. 
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actions and uses, see Lactic Acid-Producing Or- 
ganisms and Preparations (New and Nonofficial 
Remedies, 1925, p. 191). Physicians Diagnostic 
Laboratories, Berkeley, Cal. (Jour. A. M. A., Jan. 
2, 1926, p. 37). 

Searlet Fever Streptococcus Antitoxin Concen- 
trated.—A_ scarlet fever streptococcus antitoxin 
(Jour. A. M. A., May 2, 1925, p. 1,338) prepared by 
the method of Drs. Dick by license of the Scarlet 
Fever Committee, Inc. It is marketed in packages of 
one syringe containing 6 c.c. (prophylactic dose) and 
in packages of one syringe containing 12 c.c. (thera- 
peutic dose). E. R. Squibb & Sons, New York. 

Scarlet Fever Immunity Test.—The toxin of the 
hemolytic streptococcus of scarlet fever is used to 
determine those persons who are susceptible to scar- 
let fever. The toxin is first standardized on human 
beings and diluted so that 0.1 c.c. represents a skin 
test dose. The test dose is injected intracutaneously 
on the forearm and the degree of susceptibility is 
determined at the end of from 22 to 24 hours. The 
toxin is used also for active immunization. For this 
purpose it is injected subcutaneously at weekly in- 
tervals; from three to five doses of increasing 
strength are given. 

Scarlet Fever Streptococcus Toxin for Dick Test-- 
Squibb.—It is prepared by the method of Drs. Dick 
by license of the Scarlet Fever Committee, Inc. Mar- 
keted in packages of one vial containing sufficient 
toxin for ten tests; in packages of one vial containing 
sufficient toxin for 100 tests. E. R. Squibb & Sons, 
New York. 

Scarlet Fever Streptococcus Toxin—Squibb.—It is 
prepared by the method of Drs. Dick by license of 
the Scarlet Fever Committee, Inc. Marketed in pack- 
ages of five vials of toxin containing increasing 
doses; in packages of fifty vials, representing ten 
immunizations. E. R. Squibb & Sons, New York. 

Sulpharsphenamine — Mallinckrodt.— A brand of 
sulpharsphenamine (New and Nonofficial Remedies. 
1925, p. 55). It is marketed in ampules containing, 
respectively, 0.1, 0.2, 0.3, 0.4, 0.5 and 0.6 Gm. Mal- 
linckrodt Chemical Works, St. Louis. (Jour. A. M. A., 
Jan. 16, 1926, 199.) 

Pollen Extracts—Arlco.—In addition to the prod- 
ucts listed in New and Nonofficial Remedies, 1925, p. 
288, the following have been accepted: Acacia 
(Scap.) Pollen Extract—Arlco; Alfalfa Pollen Ex- 
tract—Arlco; Ash Pollen Extract—Arlco; Box Elde- 
Pollen Extract—Arlco; Burning Bush Pollen Extract 
—Arlco; California Walnut (Black) Pollen Extract 
—Arleo; Cocklebur Pollen Extract—Arlco; Cosmos 
Pollen Extract—Arlco; Fleabane (Common) Pollen 
Extract—Arlco; Goose Foot Pollen Extract—Arlco: 
Hemp Pollen Extract—Arlco; Indian Rice Pollen Ex- 
tract—Arlco; Indian Wormwood Pollen Extract— 
Arleco; Live Oak Pollen Extract—Arlco; Marsh Elder 
Pollen Extract—Arlco; Meadow Fescue Pollen Ex- 
tract—Arlco; Mugwort Pollen Extract—Arlco; Oa‘ 
Grass Pollen Extract—Arlco; Olive Pollen Extract— 
Arleo; Pine Pollen Extract—-Arlco; Plantain Pollen 
Extract—Arlco; Prairie Sage Pollen Extract—Arlco; 
Poplar Pollen Extract—Arlco; Privet Pollen Extract 
—Arlco; Red Fescue Pollen Extract—Arlco; Rye 
Grass Pollen Extract—Arlco; Slender Ragweed Pol- 
len Extract—Arlco; Sweet Clover Pollen Extract— 
Arleco; Sweet Vernal Grass Pollen Extract—Arlco; 
Sycamore Pollen Extract—Arlco; Thistle Pollen Ex- 
tract—Arlco; Velvet Grass Pollen Extract—Arlco; 
Western Cottonwood Pollen Extract—Arlco; West- 
ern Ragweed (Giant) Pollen Extract—Arlco; Winter 
Fat Pollen Extract—Arlco; Yellow Daisy Pollen Ex- 
tract--Arlco. Arlington Chemical Co., Yonkers, N. Y. 
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Pollen Extracts—Cutter.—Liquids obtained by ex- 
tracting the dried pollen of plants.——For a discus- 
sion of the actions and uses, see Allergic Protein 
Preparations (New and Nonofficial Remedies, 1925, 
p. 278). Pollen extracts—Cutter are used both for 
diagnosis and treatment. They are marketed in 
capillary tubes and in packages of five vials repre- 
senting graduated concentrations. The following 
preparations have been accepted: Annual Salt Bush 
Pollen Extract—Cutter; Arizona Ash Pollen Extract 
—Cutter; Bermuda Grass Pollen Extract—Cutter; 
Black Walnut Pollen Extract—Cutter; Canary Grass 
Pollen Extract—Cutter; Careless Weed Pollen Ex- 
tract—Cutter; Coast Sagebrush Pollen Exfract—Cut- 
ter; Cocklebur Pollen Extract—Cutter; Common 
Ragweed Pollen Extract—Cutter; Cottonwood Pol- 
len Extract—Cutter; False Ragweed Pollen Extract 
—Cutter; Giant Ragweed Pollen Extract—Cutter; 
Johnson Grass Pollen Extract—Cutter; June Grass 
Pollen Extract—Cutter; Lamb’s Quarters Pollen Ex- 
tract—Cutter; Live Oak Pollen Extract—Cutteér; 
Marsh Elder Pollen Extract—Cutter; Mugwort Pol- 
len Extract—Cutter; Olive Pollen Extract—Cutter: 
Orchard Grass Pollen Extract—Cutter; Plantain Pol- 
len Extract—Cutter; Rabbit Bush Pollen Extract 
Cutter; Red Root Pigweed Pollen Extract—Cutter; 
Red Top Pollen Extract—Cutter; Russian Thistle 
Pollen Extract—Cutter; Rye Grass Pollen Extract— 
Cutter; Sagebrush Pollen Extract—Cutter; Shad- 
scale Pollen Extract—Cutter; Sheep Sorrel Pollen 
Extract—Cutter; Timothy Pollen Extract—Cutter; 
Velvet Grass Pollen Extract—Cutter; Western Rag- 
weed Pollen Extract—Cutter; White Oak Pollen 
Extract—Cutter; Wild Oat Pollen Extract—Cutter; 
Yellow Dock Pollen Extract—Cutter. Cutter Labora- 
tory, Berkeley, Cal. 

Concentrated Pollen Extracts—Swan-Myers. In 
addition to the products listed in Journal A. M. A., 
May 30, 1925, p. 1,634, the following have been ac- 
cepted: Mixed Ragweed Concentrated Pollen Ex- 
tract—-Swan-Myers. Swan-Myers Co., Indianapolis. 


Protein Extracts Diagnostic—P. D. & Co.—In ad 
dition to the products listed in New and Nonofficial 
Remedies, 1925, p. 289, the following have been ac- 
cepted: Aster Pollen Protein Extract Diagnostic— 
P. D. & Co.; Barnyard Grass Pollen Protein Extract 
Diagnostic—P. D. & Co.; Bermuda Grass Pollen Pro- 
tein Extract Diagnostic—P. D. & Co.; Burweed 
Marsh Elder Pollen Protein Extract Diagnostic—P. 
D. & Co.; Chestnut Pollen Protein Extract Diagnos- 
tic—P. D. & Co.; Cocklebur Pollen Protein Extract 
Diagnostic—P. D. & Co.; Common Ragweed Pollen 
Protein Extract Diagnostic—P. D. & Co.; Corn Pol- 
len Protein Extract Diagnostic—P. D. & Co.; Cosmos 
Pollen Protein Extract Diagnostic—P. D. & Co.; 
Crab Grass Pollen Protein Extract Diagnostic—P. 
D. & Co.; Dahlia Pollen Protein Extract Diagnostic 
—P. D. & Co.; Dandelion Pollen Protein Extract 
Diagnostic—P. D. & Co.; Halberd-Leaved Orache 
Pollen Protein Extract Diagnostic—P. D. & Co.; 
Giant Ragweed Pollen Protein Extract Diagnostic— 
P. D. & Co.; Indian Hair Tonic Pollen Protein Ex- 
tract Diagnostic—P. D. & Co.; Johnson Grass Pollen 
Protein Extract Diagnostic—P. D. & Co.; June Grass 
Pollen Protein Extract Diagnostic—P. D. & Co.; 
Maple Pollen Protein Extract Diagnostic—P. D. & 
Co.; Marigold Pollen Protein Extract Diagnostic— 
P. D. & Co.; Orchard Grass Pollen Protein Extract 
Diagnostic—P. D. & Co.; Plantain Pollen Protein 
Extract Diagnostic—P. D. & Co.; Prairie Sage Pol- 
len Protein Extract Diagnostic—P. D. & Co.; Rose 
Pollen Protein Extract Diagnostic—P. D. & Co.: 
Rough Marsh Elder Pollen Protein Extract Diagnos 
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tic—P. D. & Co.; Sage Brush Pollen Protein Extract 
Diagnostic—P. D. & Co.; Western Ragweed Pollen 
Protein Extract Diagnostic—P. D. & Co.; Western 
Water Hemp Pollen Protein Extract Diagnostic—P. 
D. & Co.; Wheat Pollen Protein Extract Diagnostic 
—P. D. & Co.; White Clover Pollen Protein Extract 
Diagnostic—P. D. & Co.; White Goose Foot Pollen 
Protein Extract Diagnostic—P. D. & Co., Willow 
Pollen Protein Extract Diagnostic—P. D. & Co.; 
Wormwood Sage Pollen Protein Extract Diagnostic 
—P. D. & Co.; Yarrow Pollen Protein Extract Diag- 
nostic—P. D..& Co.; Yellow Dock Pollen Protein 
Extract Diagnostic—P. D. & Co. Parke, Davis & Co., 
Detroit. 

Group Protein Extracts Diagnostic—P. D. & Co.— 
In addition to the products listed in New and Non- 
official Remedies, 1925, p. 294, the following have 
been accepted: Protein Extracts Diagnostic—P. D. 
& Co. Group 28 (Bermuda Grass, Johnson Grass, 
Orchard Grass, Red Top, Timothy); Protein Extracts 
Diagnostic—P. D. & Co. Group 29 (Halberd-Leaved 
Orache, Russian Thistle, Western Water Hemp, 
White Goose Foot, Yellow Dock); Protein Extract 
Diagnostic—P. D. & Co. Group 30 (Burweed Marsh 
Elder, Cocklebur, Common Ragweed, Giant Ragweed, 
Rough Marsh Elder, Western Ragweed); Protein Ex- 
tracts Diagnostic—P. D. & Co. Group 31 (Indian 
Hair Tonic, Mugwort, Prairie Sage, Sage Brush, 
Wormwood Sage). Parke, Davis & Co., Detroit. 
(Jour. A. M. A., Jan. 23, 1926, p. 277.) 


PROPAGANDA FOR REFORM 


The Hoxide Cancer Cure.—There is being exploited 
from the town of Taylorville, Illinois, a “cancer cure” 
put out by one Harry M. Hoxsey and sponsored by 
the Chamber of Commerce of Taylorville. The treat- 
ment is a secret one, of course, and is administered 
by a concern calling itself the Hoxide Institute. The 
Hoxide Cure is essentially the escarotic treatment 
with arsenic as the base. Specimens of the stuff 
examined in the A. M. A. Chemical Laboratory when 
the Hoxsey outfit was in Chicago, showed the pres- 
ence of arsenic in large quantities. What happens 
when the “cure” is used can easily be imagined by 
physicians. Unfortunately the public has no such 
knowledge. In the case of some of the patients that 
were treated in Chicago by the National Research 
Cancer Institute and Clinic, the arsenic applied to 
the malignant tissue ate into the blood vessels and 
the patients bled to death. (Jour. A. M. A., Jan 2, 
1926, p. 55.) 

The Anemias Due to Radioactive Substances.—Re- 
ports have been published on the dangers of radio- 
active substances and warn against subtle menaces 
that represent practically a heretofore unrecognized 
form of occupational poisoning. These reports bring 
out that the ingestion of radioactive substances may 
act as irritants to the adjacent erythroblastic and 
leukoblastic centers and may produce a_ severe 
anemia and stimulate pernicious anemias of the re- 
generative and aplastic types. The demonstrated 
cell-destructive potency of radioactive substances 
and the unsuspected late effects which they may 
initiate should serve as a vigorous warning to all 
who promote radioactivity as a therapeutic measure. 
(Jour. A. M. A., Jan. 9, 1926, p. 121.) 

Trepol and Neotrepol Not Acceptable for N. N. R.— 
The Council on Pharmacy and Chemistry reports 
that Trepol and Neotrepol, bismuth preparations for 
use in the treatment of syphilis, marketed by the 
Anglo-French Drug Co., are not acceptable for New 
and Nonofficial Remedies. Trepol, offered in the form 
of ampules claimed to contain basic tartrobismuthate 
of potassium and sodium, was rejected because the 
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product does not represent a “tartrobismuthate of 
potassium and sodium” but is instead substantially a 
basic bismuth tartrate, and because no adequate tests 
for the control of its identity and uniformity are 
furnished. Neotrepol, supplied in the form of am- 
pules containing metallic bismuth in suspension, was 
rejected because the amount of active ingredient 
claimed to be contained in the ampules is not in ac- 
cord with the amount declared to be present. (Jour. 
A. M. A., Jan. 9, 1925, p. 135.) 

Loeser’s Intravenous Solution of Calcium Chloride 
and Loeser’s Intravenous Solution of Sodium Thio- 
sulphate.—An explanation.—Some time ago the Coun- 
cil reported that Loeser’s Intravenous Solution of 
Calcium Chloride and Loeser’s Intravenous Solu- 
tion of Sodium Thiosulphate had been found in- 
eligible for New and Nonofficial Remedies. The 
New York Intravenous Laboratory objected to these 
reports. It particularly resented that part of the 
heading of these reports which declared the products 
“Not Accepted” for New and Nonofficial Remedies, 
because it did not request consideration of these 
products. Since the firm expressed the belief that 
readers of the reports may be led to assume that it 
had requested the Council to consider these prepa- 
rations, the Council explains that the firm did not 
take this stop. (Jour. A. M. A., Jan. 16, 1926, p. 217.) 

Some More Medical Frauds.—The postal authori- 
ties have recently barred a piece of asthma cure 
quackery and two lost manhood fakes from the 
use of the mails. The first is the Asthma-Tab 
Laboratories Inc., of Kansas City, Mo., which ex- 
ploited a product to the public, shown by the A. M° 
A. Chemical Laboratory to be essentially potassium 
iodide and arsenic trioxide. The two lost manhoo@ 
concerns were Hart & Co. which put out a device 
called the Perfection Developer and B. & V. S&S. 
Manufacturing Co. which exploited the “Burt 
Vacuum Tube.” (Jour. A. M. A., Jan. 16, 1926, p. 
218.) 

Manola—Hymosa—Phytoline—Succus Cineraria.— 
“Medical Suggestions” is a pamphlet issued by the 
Walker Pharmacal Co. and The Manola Co., which 
apparently are subsidiaries to the Luyties Pharma- 
cal Co., St. Louis. The publication contains articles 
which are puffs for the products sold by these com- 
panies, together with testimonials from physicians 
who say that they have used them. Manola has 
been exploited as a “tonic, reconstructive, and tis- 
sue builder.” It now contains some strychnine and 
arsenic which takes it out of the class of homeo- 
pathic nostrums, but certainly does not justify the 
promiscuous use which is advocated. HyYmosa was 
found to be essentially a solution of salicylates ex- 
ploited as a remedy for rheumatism. Phytoline is 
a preparation of pokeberry juice advertised as a 
powerful antifat. Succus Cineraria Maritima 
(Walker) is recommended for use in cataract by the 
Walker Chemical Co. which in 1916 pleaded guilty 
to the charge that the claims for this nostrum were 
false and fraudulent. (Jour. A. M. A., Jan. 16, 1925. 
p. 220.) 

Vitalait Starter Omitted From N. N. R.—The 
Council on Pharmacy and Chemistry announces that 
Vitalait Starter of the Vitalait Laboratory, Newton 
Center, Mass., has been omitted from New and Non- 
official Remedies because the preparation was used 
as a means of advertising an unacceptable prepa- 
ration. (Jour. A. M. A., Jan. 23, 1926, p. 294.) 

Streptococcus Vaccine and Mixed Staphylococcus- 
Acne Vaccine Omitted From N. N. R.—The Council 
on Pharmacy and Chemistry announces that all 
streptococcus vaccines and all vaccine mixtures 
containing staphylococci and acne bacilli have been 
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omitted from New and Nonofficial Remedies be- 
cause experience with these preparations has not 
established the value which it was hoped they 
possessed and because recognized experts to whom 
the Council looks for help have concluded that these 
preparations have no field of usefulness. (Jour. 
A. M. A., Jan. 23, 1926, p. 294.) 

Restriction of the Sale of Barbital (Veronal).— 
While no laws have been passed in the U. S. against 
the sale of barbital, the New York sanitary code 
prohibits its sale without a prescription. In Useful 
Drugs it is stated that many cases of poisoning, 
some fatal, occur from the indiscriminate use of 
barbital by the laity. (Jour. A. M. A., Jan. 23, 1926. 
p. 297.) 

Crystalline Insulin—In a significant address—the 
sixth annual Pasteur lecture—tecently given before 
the Chicago Institute of Medicine, John J. Abe' 
made public announcement that he had obtained a 
crystalline form of insulin. The chemical and medi- 
cal world will await with great interest further de- 
velopments, particularly the proof of the identifica- 
tion and chemical constitution of the product. The 
crystallization of the pure principle “insulin,” or a 
compound of it, may well be considered an out- 
standing accomplishment in the life of a man al- 
ready distinguished by his conquests in bfochemis- 
try. (Jour. A. M. A., Jan. 30, 1926, p. 350.) 

Amosol Declared a Fraud.—The Postoffice De- 
partment has denied the use of the mails to the 
concern known as Strong Laboratories, Liberty, 
Mo., which was engaged in fraudulent exploitation 
ef a pyorrhea “cure” amosol through the mails. 
Henry Strong Smith, one of the proprietors, ad- 
mitted that the preparation he sold as a new, scien- 
tific discovery, the result of years of study and re- 
search, was in reality what is commercially known 
as “stock dip.” (Jour. A. M. A., Jan. 30, 1926, p. 
366.) 

Burnsides Purifico—Purifico comes in the form 
of three liquids: “Purifico No. 1,” in addition to 
10 per cent alcohol with sugar and a small amount 
of glycerin, contains potassium iodide, cinchona 
alkaloids, piperine and probably senna. “Purifico 
No. 2” is essentially the same thing, minus the 
senna. “Purifico No. 3” contains 14 per cent al- 
cohol, sugars, valerian, piperine and tannic acid. [Th 
1917 the government prosecuted the promoters of 
“purifico” on the charge that the claims that this 
stuff would cure cancer was fraudulent. They 
pleaded guilty and were fined. In 1924 the pro- 
moters were debarred from the use of the mails. 
Purifico now appears to be handled by the Chau- 
tauqua Chemical Corporation of Ashville, New 
York, and all direct reference to cancer has been 
omitted from the advertising. This concern states 
that it does not claim Purifico a specific and does 
not guarantee a cure. It is obvious, however, that 
the claims made for many years that Purifico is a 
cure for cancer are still being traded on. (Jour. 
A. M. A., Jan., 30, 1926, p. 368.) 

Ethylene and Nitrous Oxide as Anesthetics.— 
Ethylene produces greater relaxation than nitrous 
oxide, also much higher percentages of oxygen can 
be administered with it, and therefore, cyanosis is 
not produced as with nitrous oxide. According to 
New and Nonofficial Remedies the advantages over 
nitrous oxide are equally rapid but more pleasant 
induction, satisfactory relaxation without cyanosis 
or sweating, and rapid recovery. The disadvan- 
tages of ethylene are the odor, the inflammability 
of the gas, and an apparently increasing oozing of 
the wound during its use. (Jour. A. M. A., Jan. 30, 
1926, p. 368.) 
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Book Announcements 


Potter’s Compound of Materia Medica, Therapeutics 
and Prescription Writing, with Especial Reference 
to the Physiological Action of Drugs. Based on 
the Tenth Revision of The U. S. Pharmacopoeia, 
Including also Many Unofficial Remedies. By A. 
D. BUSH, B. S., M. D., Professor of Pharmacology, 
Emory University. Ninth Edition, Revised. Phila- 
delphia. P. Blakiston’s Son and Company. 1012 
Walnut Street. 12mo. 262 pages. “Cloth. Price 
$2.00 net. 


Nephritis. By HERMAN ELWYN, M. D., Assistant 
Visiting Physician, Gouverneur Hospital, New 
York, N. Y. New York. The Macmillan Company. 
1926. 8vo. 347 pages. Cloth. 


The Pharmacopoeia of the United States of America. 
Tenth Decennial Revision (U. S. P. X.) By 
authority of the UNITED STATES PHARMACO. 
POEIAL CONVENTION held at Washington, D. 
C., May 11, 1920. Prepared by the Committee of 
Revision and Published by the Board of Trustees. 
OFFICIAL FROM JANUARY 1, 1926. Agent, J. B. 
Lippincott Company. Philadelphia, Pa. S8vo. 626 
pages. Cloth. 


Ophthalmic Neuro-Myology. A Study of the Normal 
and Abnormal Actions of the Ocular Muscles from 
the Brain Side of the Question. By G. C. SAVAGE, 
M. D., LL.D., Professor of Ophthalmology in Medi- 
cal Department of Vanderbilt University, from 
1886 to 1911; Ex-President of the Tennesses State 
Medical Association; Ex-Chairman of the Section 
of Ophthalmology of the A. M. A., etc. Second 
Edition. Published by the Author, 167 Eighth 
Avenue, North, Nashville, Tennessee. Printed by 
McQuiddy Printing Company, Nashville, Tenn., 
1926. Small 8vo. 227 pages, with 39 full page 
plates and 12 illustrative figures. Cloth. Price 
$3.00. 


Psychonanalysis and Beyond Psychoanalysis. By 
LEONARD L. LANDIS, M. D., Formerly Assistant 
Clinical Instructor at Post-Graduate Hospital and 
the University of New York Internal Medicine De- 
partment, Present National Chairman of the 
American Association of Independent Physicians, 
etc. 1924. American Association of Independent 
Physicians. Small 8vo of 212 pages. Cloth. 

The Johns Hopkins Hospital Reports. Volume XXII, 
Fasciculus I. Baltimore. The Johns Hopkins 
Press. 1926. Studies on Bacterial Infective Cardi- 
tis by William S. Thayer. 185 pages. 





Cheer up my friend and don’t be blue, 

The world is mighty good to you; 

There is no time to fret and grieve, 

For sometimes you will have to leave 

This place—and go elsewhere to dwell, 

It will be Heaven—but might be h—1; 

So fill the hours with joy and cheer 

The while that you are staying here; 

Let not one hour be lost in tears 

Of all life’s many changing years, 

Be gay, be happy—always smile, 

’Twill pay thru the long afterwhile. 
—WSelected. 
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Editoral 


Cerebral Hemorrhage and High-Blood Pres- 
sure. 


General practitioners, internists and neurol- 
ogists are necessarily interested in these grave 
phases of vascular disease. Chronic hyperten- 
sion and cerebral hemorrhage are sympto- 
matic phenomena of arterial disease; the two 
conditions express in different ways arterial 
disease. High blood pressure precedes cere- 
bral hemorrhage; the bleeding vessel in the 
brain follows a train of pathology of which 
hypertension is an antecedent expression. 
Many humans die because of disease of the 
arteries: indeed a majority of deaths in 
chronic maladies are due directly or indirectly 
to disease in the arteries. Cerebral hemor- 
rhage may result in immediate death; in a 
slow manner of death, with a prolonged last- 
illness; in a long drawn out unconsciousness 
followed by a slow recovery to consciousness 
and attended by paralysis of one sort and an- 
other; in a partial recovery to a state of phy- 
sical and mental lameness; or in an apparent 
as-good-as-before condition. Each instance is 
attended by an ever threatening second stroke. 
General practitioners and internists find a call 
for a consideration of the etiology and pathol- 
ogy of arterial disease that is characterized by 
high tension, because many patients display- 
ing this symptom are observed in the fourth, 
fifth and sixth decades. A review of so com- 
mon a clinical association as high blood pres- 
sure and cerebral hemorrhage, therefore. 
seems not inappropriate. 

High blood pressure should be considered 
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first. The phenomenon of hypertension is met 
with in chronic diseases: in cardiac, renal and 
vascular disease. High blood pressure is as- 
sociated with well-known grave syndromes 
such as, convulsions, coma, dsypnoea, and 
paralysis, High blood pressure is a part of 
advancing age: it is a companion of dimness 
of vision, difficulty of hearing, dizziness, ver- 
tigo, weakness, High blood pressure is found 
in the alcoholic, in the syphilitic and the obese. 


We may divide cases of chronic hyperten- 
sion in three general groups. (1) Essential 
hypertension cases, (2) arteriosclerosis cases, 
(3) chronic nephritis cases with cardiovascu- 
lar disease. 


Curonic EssentiAL Hypertension 

One is forced to consider, in chronic essen- 
tial vascular hypertension, the probable evolu- 
tion of the process, Especially, as one thinks 
of high, blood pressure with cerebral hemor- 
rhage, one must think of a vascular system 
under strain and stress and degeneration. 
Strange as it may seem the pathogenesis of 
hypertension and vascular disease is not clearly 
understood even today after decades of active 
study of it. The causation and pathology is 
still not agreed upon. One may be right in 
saying, however, that this lack of agreement 
may be due to the fact that there is no one 
cause or pathogenesis for all cases of hyper- 
tension, It is more likely true that, as the pro- 
cess’ takes up its pathogenesis, first causes 
bring into operation one or more contributory 
causes, These causes interlocked, and accumu- 
lative, gather with avalanche-like force to ef- 
fect the evidence of hypertension and vascular 
disease. To particularize, a chronic infection 
may serve to set up a primary essential hyper- 
tension by producing a mere impermeability 
of the kidney. So, the daily intake of protein 
and daily quota of endogenous protein will be 
stopped or hindered, and retention of urinary 
elements begun. Again, the habit of excess in 
food, particularly protein, together with the 
urge and stress of modern life, may produce, 
also, hypertension in vascular field, particu- 
larly in the small capillary field without signs 
of massive arterial disease, by producing 
spasm and constriction of arterial capillaries. 
This probably starts the process of high ten- 
sion in the arterial system. But we must say 
that essential hypertension is caused by fac- 








802 


tors not always discoverable and, for a cer- 
tainty, the primary causes are really unknown. 
Only by circumstantial evidence, often, are 
causes and processes of the early signs of high 
blood pressure discovered or identified. But 
one may turn to the physiology of the meta- 
bolism of protein for an illustration of the 
action of the metabolites upon blood pressure. 
The blood being the medium of transportation 
of the food-protein amino-acids and also the 
medium of elimination through renal blood of 
the rejected amino-acids, the first thought may 
naturally be that a failure of elimination of 
amino-acid may be a cause of retention which 
may become noxious. It seems probable that 
it is along this line of investigation that Major 
has done suggestive investigation. 

Major* reported, in the proceedings of the 
Association of American Physicians, some 
work along this line. He called attention to 
the fact that for some time studies of the 
known metabolites of the urine suggest a rela- 
tion to hypertension. The pressor effects of 
the guanidin base were particularly impressive. 
Major reported injections of guanidin in dogs 
which were followed by gradual increased 
blood-pressure that was sustained for four to 
five hours. He found that in decerebrated 
dogs a marked rise in blood-pressure was ob- 
tained by intravenous injection of methyl- 
guanidin sulphate. He found that such a 
marked vaso-constriction occurred in rabbits 
that it was impossible to get blood from the 
animal’s ear, So the jugular vein or heart 
were employed in order to get blood. He 
found that the renal vessels also showed 
marked vyaso-constriction. The observations 
suggested that the peripheral action of vascu- 
lar spasm, due to guanidin, may be the cause 
of human arterial hypertension. 

Majort also studied patients with arterial 
hypertension with reference to guanidin elimi- 
nation. He found that patients with arterial 
hypertension usually had a lower excretion of 
these bases than normal persons or than those 
suffering from other diseases. But, however, 
in essential hypertension and chronic nephri- 
tis, Major failed to encounter any constant in- 
crease in blood guanidin. So animal experi- 
mentation was conducted in order to explain 
this important missing link in the evidence. 
From these experiments he got the suggestion 
that this failure to find increase in blood guani- 


*J. A. M. A., Vol. 84, No. 22, 1691. 
tJ. A. M. A., Vol. 83, No. 2, page 83. 
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din is due to rapid excretion of guanidin; or to 
storage in some tissue, or transformation into 
some other substance that has a prolonged 
pressor effect, or to a rapid saturation with 
destruction of the excess. 

Major summarizes his interesting clinical 
observations by noting that normal persons 
will show a daily average excretion of guani- 
din bases of 100 mg. while patients with hy- 
pertension will show a marked diminution of 
excretion of guanidin bases. Cases with essen- 
tial hypertension and cases with chronic neph- 
ritis with hypertension show marked diminu- 
tion of excretion of guanidin bases. It is 
interesting to note that chronic nephritics are 
unable to excrete properly urea, uric acid. 
creatin and creatinin and the “undertermined 
group of substances resulting from protein 
metabolism, classes under non-protein nitro- 
gen, which includes the guanidin compounds.” 
But it is significant that urea, uric acid, crea- 
tin, and creatinin produce no effect on blood- 
pressure but that guanidin has a decided pres- 
sor effect. 

Major concludes suggestively by saying it 
seems quite possible that kidneys badly dam- 
aged by chronic nephritis, by small vessel 
sclerosis, by arteriosclerosis, may be unable to 
excrete properly these substances having such 
a marked pressor effect. Such a retention. of 
guanidin bases, unless they were utilized or 
destroyed may result in an elevation of blood- 
pressure. On some such foundation one ma) 
attempt to build the structure of the etiology 
of incipient hypertension. 

In this connection, Fishberg’s* study on 
anatomic findings is that essential hyperten- 
sion indicates that hypertension cannot be due 
to general arteriosclerosis. In seventy-two 
cases of hypertension studied by him there 
was no kidney involvement: in a study of the 
arteries in different parts of the body he found 
that sclerosis of the smell arteries occurred 
only in the kidney, frequently the liver, spleen 
and pancreas, rarely the brain and heart, and 
only a little in the vascular area of the muscu- 
lar and cutaneous system. As a true general 
arteriosclerosis does not exist, essential hyper- 
tension can not be caused by it. One has to 
fall back upon the hypothesis of Gull and 
Sutton for the statement that disease of the 
arterioles is primarily the cause of hyperten- 





*Anatomic Findings in Essential Hypertension, Arch. Int. 
Med. 36: 650, May, 1925, J. A. M. A., Vol. 84, No. 2, page 
1826, 
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sion by mechanically narrowing the _peri- 
pheral strained vessels; this is supplemented 
by Johnson's suggestion (1868) that excretory 
products retained induce spasm in the peri- 
pheral arteries. 

Whether or not cerebral hemorrhage may 
occur in essential hypertension we are not pre- 
pared to answer. One case which was classi- 
fied as essential hypertension, however, last 
year, had a cerebral hemorrhage. This case 
had never shown a tension of greater than 
160 mm. hg. She was sixty-eight years of age, 
and renal function was only slightly below 
normal, Her blood chemistry was not far 
from normal. The morning of her stroke she 
showed 190 pressure, which quickly fe!l when 
she was bled. Since then her pressure taken 
daily for more than a year has not been above 
160. 

ARTERIOSCLEROSIS 

Arteriosclerosis, associated with heart and 
renal. disease, is a more obvious cause of hy- 
pertension and it is a more direct cause of hy- 
pertension. In this causes are definitely due 
to chronic infections, alcoholism, over-eating. 
over-work, stress and strain of modern life. 
In the early stage the causes operate to pro- 
duce degenerative changes in the vessel walls, 
particularly the intima. In more advanced 
stages of the disease pronounced degenerative 
changes occur. In diffuse arteriosclerosis the 
process is widespread throughout the body 
from aorta to small arteries. 

The media and intima undergo necrotic and 
hyaline changes and the muscular coat first 
undergoes hypertrophic changes and later hya- 
line and calcareous degeneration. 


Curonic NEpPHRITis 

Chronic neiphritis is another general cause 
of hypertension and is associated with cere- 
bral apoplexy. 

Chronic Bright’s disease, causing the reten- 
tion of the urinary solids in the blood, and 
creating a uremic state of long standing, 
superinduces the degenerative changes in the 
vascular system. This produces increased ten- 
sion in the arterial system which ultimately 
brings about a rupture of the cerebral artery 
in the case of apoplexy. In connection with 
ateriosclerosis and nephritis a patient is re- 
called who suffered a stroke of apoplexy two 
and a half years ago. The patient had been 
under professional care for ten years before 


the stroke of apoplexy. In 1913 he weighed 
191 pounds and had a systolic blood pressure 
of 160 mm, hg. His urine showed positive al- 
bumin and hyalin casts. In 1914, 1915, 1916 
and 1917, the urine showed distinct traces of 
albumin and granular casts. In September, 
1917, his tonsils were removed and his weight 
was 177 pounds with the same urine findings. 
In 1919, 1920 and 1921 his weight remained 
around 175. In 1922 urine examination 
showed granular and hyaline casts. In spite 
of more or less constant medical direction, the 
weight and blood pressure became excessive. 

After the stroke, October 9, 1923, he was 
weighing 190 pounds, his blood pressure was 
190 systolic, his urinary findings were the 
same, At the time of his stroke, he was dis- 
covered walking about his bedroom, after 
midnight, unable to speak, and seemingly un- 
conscious of his movements. He was brought 
to the hospital, and lapsed into unconscious- 
ness which persisted for three days. Gradu- 
ally consciousness returned, but he was unable 
to speak at first. After five weeks in the hos- 
pital he was able to command a few words. 
He has improved from this condition in two 
and a half years. Blood urea was 26 mgms. 
per 100 c.c. of blood, renal function 45 per 
cent of total dye in two hours, Wassermann 

yas negative, and his urine showed hyalin and 
granular casts. 

When he left the hospital he weighed 177 
pounds and his blood pressure was 168 sys- 
tolic. From that time to the present his 
highest systolic reading has been 230 systolic 
and his. lowest has been 150 systolic. His 
weight has mountéd to 204 and his last blood- 
pressure reading was 196 systolic. 

During these thirteen years of observation 
he has been examined and instructed rather 
regularly every few weeks. Today he has a 
slight aphasia, as the resulting disability of 
the vascular accident. 

One may look for associated cardiac hyper- 
trophy in these cases. Such a chronic state of 
renal dysfunction with its blood chemistry 
marked by a high degree of non-protein-nitro- 
gen and low renal function, is conducive to 
vascular crises. 


This condition is not an infrequent back- 
ground for the syndrome of cerebral hemor- 
rhage. 
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APOUPLECTIC STROKE 

The brain receives blood from the internal 
carotid arteries, the vertebral arteries, and a 
bit from spinal arteries. In an anastomosis 
within the skull is the circle of Willis. In 
cerebral hemorrhage from high blood pres- 
sure and vascular disease, the bleeding is in- 
tra-cerebral and most frequently in the neigh- 
borhood of the corpus striatum, usually to- 
ward the ante-section of the lenticular nucieus. 
Bleeding may be small and limited to the 
lenticular body, the thalamus and the internal 
capsule. The marked anatomy of the vessels 
involved is probably due to degeneration of 
the media, although formerly the intima was 
thought to be more frequently the cause pro- 
ducing miliary aneurysm-like degeneration. 
On the other hand there may be only diffuse 
degeneration of the cerebral vessels. It is 
doubtful whether a normal cerebral artery 
ever ruptures; arterial disease and high ten- 
sion seem to be prerequisites of apoplexy. 
Cerebral hemorrhage rarely occurs before 
forty, except in the case of syphilitic arteries, 
when it may occur early in life. 

One need hardly cite the symptoms. Warn- 
ings of the apoplectic stroke are consonant 
with symptoms of hypertension. Although 
the attack may occur without warning and in 
some cases with evidence of the usual signs of 
hypertension: numbness, tingling, pains in the 
limbs, dizziness, vertigo, visual disturbances 
may be cited as prodromata, but yet these are 
not invariably present nor uniformly experi- 
enced. The term apopletic stroke is appropri- 
ate in some instances, for the patient is struck 
by a sudden attack of unconsciousness, or by 
a partial paralysis. In some cases there is 
deep unconsciousness, the face is congested or 
cyanotic, pupils vary, being usually dilated, 
though some times unequal but inactive. If 
the hemorrhage irritates the nucleus of the 
third nerve the pupils are contracted, indicat- 
ing hemorrhage into the pons or ventricles. 
Respirations may be slow, noisy and stertor- 
ous; they may be Cheyne-Stokes in rhythm. 
The cheeks of the affected side balloon on 
expiration, The pulse under tension is full, 
bounding but slow, convulsions are not un- 
common, Hemiplegia is present usually to a 
more or less degree. If an arm or leg is lifted, 
it drops as a dead weight. 

The patient may not have so sudden or pro- 
found an onset. Its symptoms may be more 
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gradual in coming on, One patient only a 
week ago “was seen with paralysis of upper 
lip and side of the face with a blood press- 
ure of 200 systolic. In a few hours the 
paralysis involved the whole of the left side, 
but his consciousness was not greatly affected. 
There are numerous possibilities in the matter 
of onset, Hemiplegia may persist due to uni- 
lateral paralysis from pressure upon the motor 
area of the pyramidal tract in any part of its 
course, The lesion may be at the motor cor- 
tex, the pyramidal fibres in the corona radiata 
and internal capsule, in the cerebral peduncle 
or pons varolii. 

The continuations of hemiplegic manifesta 
tions and the probable location of the lesion 
bringing about such paralysis border more 
upon the neurologic side of the subject than 
it is our intent to comment upon. No one can 
exceed Osler in his clear description of these 
hemiplegic eventualities. To this author our 
foregoing observations may be accredited. 

Apoplexy is a neurologic catastrophe which 
is brought about by a chronic malady of the 
arterial system. An accidental rupture of an 
arteriosclerotic cerebral blood vessel with ex- 
travasation of blood and oedema, either or 
both, results in the neurologic lesion and 
permanent or transitory loss of function. 

The real problems involved in apoplexy are. 
(1) the management of the stage of cerebral! 
hemorrhage and its immediate by-effects, to 
rescue the patient from death, to salvage for 
him as much normal pyramidal nerve conduc- 
tions as possible, and to restore brain function, 
(2) to study the problems of internal medicine 
which are reiated to the pathogenesis and 
maintenance of hypertension arterial disease, 
in order to prevent a second stroke, and to re- 
tard the downward course of chronic vascular 
disease. 





News Notes 


Dates Set for Annual Meeting of the Medical 

Society of Virginia. 

The Executive Council of the Medical So- 
ciety of Virginia, at a meeting held the middle 
of February, setected October 12th, 13th, 14th, 
and 15th as the dates for our fifty-seventh an- 
nual meeting to be held in Norfolk. 

All our members who have attended Nor- 
folk meetings will want to go there again. 


Yr 
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Now is the time for the others to find out what 
. + » . > ° 
a fine place Norfolk is for a meeting. 


The Tri-State Medical Association of the 

Carolinas and Virginia 

Held its regular meeting in Fayetteville, 
N. C., February 16th and 17th, under the 
presidency of Dr. W. Lowndes Peple, of Rich- 
mond, Va. The meeting was well attended, 
a number of new members were received, and 
altogether, it was considered one of the best 
meetings in the history of the organization. 
On the first evening, Dr. and Mrs. R. L. Pitt- 
man tendered a reception to the members and 
the ladies accompanying them, In addition to 
many small entertainments, a trip was enjoyed 
to Ft. Bragg. 


Dr. A. J. Crowell, Charlotte, was elected 


president; Drs. L. T. Price, Richmond, Va., 
H. S. Black, Spartanburg, S. C., and Seavy 
Highsmith, Fayetteville, N. C., vice-presi- 
dents, and Dr. James K. Hall, Richmond, was 
re-elected secretary-treasurer. 

New councilors elected are: Drs. M. H. 
Wyman, Columbia, S. C., Douglas Murphy, 
Rutherfordton, N. C., and Warren T. 
Vaughan, Richmond, Va. Councilors holding 
over are: Drs. W. B. Porter, Roanoke, Va., 
F. B. Johnson, Charleston, 8S. C., and E. S. 
Boice, Rocky Mount, N. C., for one year; and 
Drs. Z. G. Smith, Marion, S. C., William 
Allan, Charlotte, N. C., and H. 8S. Belt, South 
Boston, Va., for two years. 

Columbia, South Carolina, was selected for 
the 1927 place of meeting. 


American Medical Association. 

Official call has been issued for the seventy- 
seventh annual session of the Association in 
Dallas, Texas, April 19th to 28rd, inclusive. 
The House of Delegates will convene on Mon- 
day the 19th, while the Scientific Assembly 
will open with the general meeting on the 
evening of the 20th at 8:30 P. M. The vari- 
ous sections will commence on the 2ist at 9 
A. M. Dr. William D. Haggard, Nashville, 
Tenn., is president and Dr. Wendell C. 
Phillips, New York City, president-elect. 

Reduced railroad rates may be secured on 
the certificate plan. Dallas has a number of 
good hotels and is prepared to handle the 
crowd, but it is always well to make hotel 
reservations in advance. Dallas will be at 
her loveliest at this season and a good time 
may be anticipated by all who attend. 


Hospitals for Rural Communities. 

The Commonwealth Fund, a philanthropic 
foundation with offices at 1 East 57th Street, 
New York City, announces an initial appro- 
priation of $350,000 to be expended for the 
construction of two hospitals in rural com- 
munities, This appropriation marks the be- 
ginning by the Fund of a new project which 
will involve the building of two such hospitals 
a year. 

Farmville, Virginia, has been selected from 
among more than fifty applications as the lo- 
cation of the first of these hospitals, follow- 
ing a special study by Henry C. Wright, hos- 
pital consultant and former deputy commis- 
sioner of the New York City Department of 
Public Welfare. James Gamble Rogers and 
Henry C. Pelton, Associated, are preparing 
plans for their first unit. 

On March first the Fund established a Di- 
vision of Rural Hospitals under the direction 
of Mr. H. J. Southmayd, at present hospital 
consultant to the Cleveland Welfare Federa- 
tion. The Department plans to receive appii- 
cations from rural communities unnder cer- 
tain conditions, chief of which is that the 
Fund will in the case of approved applications 
contribute two-thirds of the cost of construc- 
tion and equipment of the hospital, while the 
local community must contribute one-third. 
The community must also meet operating and 
maintenance costs. 

Referring to this new project, the annual 
report of the Fund states that rural communi- 
ties, despite certain natural advantages, fre- 
quently afford a less satisfactory opportunity 
for healthful living than many of our cities. 

This is partly due to lack of a sufficient 
number of competent physicians in rural com- 
munities. The need of facilities with which 
to work, absence of stimulus and of means to 
improve both knowledge and technique makes 
physicians find little incentive to remain in 
rural districts, 

A modern and well-equipped hospital is one 
of the most important needs in many such 
communities, It is hoped that this new work 
by the Commonwealth Fund may help to im- 
prove conditions of rural medical practice. 

The Commonwealth Fund, established in 
1918 by Mrs. Stephen V. Harkness and char- 
tered to carry on work “for the benefit of 
mankind,” has just announced additional gifts 
from Mrs. Harkness which increase its total 
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endowment to $38,000,000. The annual in- 
come, amounting last year to $1,339,000, is 
expended for a variety of educational, scien- 
tific, and humanitarian activities, The Fund 
has devoted special attention to child welfare 
work and its demonstration programs for the 
prevention of juvenile delinquency and for the 
promotion of child health have until now re- 
ceived the major share of its annual appro- 
priations. 


It is announced that the $60,000 required 
from Farmville, Va., and the surrounding dis- 
trict is nearly subscribed. The Common- 
wealth Fund then gives $120,000 for the hos- 
pital. It is expected that contract will be let 
about April 1st for the Southside Community 
Hospifal. 


Dr. Garnett Nelson 
Has been re-elected president of the Rich- 
mond Tuberculosis Association for this year. 


Dr. T. K. McKee, 
Saltville, Va., has been spending some time 
at Hot Springs, Ark. 


Dr. R. W. Browne, 

Formerly of Norfolk, Va., has been trans- 
ferred from Lake City, Florida, to the U. S. 
Veterans’ Hospital No, 65, St. Paul, Minn. 


Health Notes From Virginia. 

It seems that the bulletins recently issued 
by the State Department of Health have been 
of unusual interest. 

Early last month, an instructive lecture was 
given over WRVA radio to the people of 
the State on how to avoid catching colds, 
grippe and pneumonia, which have been so 
prevalent. These are every day truths to the 
physician but are worth passing on to the lay- 
man. 

Later, a letter was sent the doctors of the 
State calling attention to the method for vac- 
cination against smallpox, recommended by 
the U.S. Public Health Service. Simple as 
vaccination seems to the regular practitioner. 
it is never amiss to be advised as to the best 
means for the best results. The State Health 
Department will gladly send copies of the 
letter to any interested doctors, or, if re- 
quested, will send some one to demonstrate the 
best methods for vaccinating to any local so- 
ciety or group of doctors. 

Following this, a letter was sent out calling 


VIRGINIA MEDICAL MONTHLY. 


{ March. 


attention to the fact that the quarantine 
period for Scarlet fever has been reduced from 
four to three weeks, Copies of the regulation 
have been sent all Virginia doctors, but others 
will be sent on request. 

So far reaching have been the good results 
of the work of our State Board of Health that 
there should be no question on the part of 
our General Assembly as to continuing the 
appropriation which has been allowed, but. 
every effort should be made to expand the 
work of our health guardians by increasing 
the amount of money now given this depart- 
ment as far as can be done in reason. 


Members of Health and Sanitation Com- 
mittee. 

Drs. H. W. Blanton, W. T. Graham and 
Charles H. Phillips have been appointed mem- 
bers of the Health and Sanitation Committee 
of the Richmond Chamber of Commerce. 


Dr. E. P. White, 
Of Odd, Va., has been elected president of 
the First National Bank of Poquoson, Va. 


Dr. and Mrs. H. W. Porter, 
Of Louisa, Va., were recent visitors in 
Washington, D. C. 


End of Volume. 

This issue of the journal completes the 
fifty-second annual volume of the Monrury. 
With ups and downs it has continued its 
career and we feel justly proud of the fact that 
in all these years it has been recognized as one 
of the good journals of the country. 

Let’s all work for its continued success in 
the coming year—remember this is your jour- 
nal—contribute to its columns and patronize 
its advertisers. 


Fund Given New York University for Re- 
search in Prevention and Cure of Pneu- 
monia. 

Announcement has just been made of a gift 
to New York University from Lucius N. 
Littauer, wealthy glove manufacturer, the 
funds to be used for research studies in the 
prevention and cure of pneumonia. It was 
stated that this work to be under the control 
of Dr. William H. Park, who has been profes- 
sor of bacteriology and hygiene in New York 
University and Bellevue Hospital Medical Col- 
lege since 1897, and director of the Bureau of 
Laboratories of the New York City Depart- 
ment of Health since 1894. 
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The American Society of Clinical Pathol- 

ogists 

Will hold its annual meeting in Dallas, 
Texas, April 15-17th, just prior to to the 
meeting of the American Medical Association. 
Dr. Frederick E. Sondern, of New York City, 
is president, and Dr. Ward Burdick, of Den- 
ver, Col., secretary-treasurer. 


Dr. and Mrs. Perry H. Wiseman, 

Avondale, N. C., recently visited relatives in 
Richmond, Dr. Wiseman is a member of the 
class of °25, Medical College of Virginia, and 
Mrs. Wiseman, formerly Miss Grace Furrh, 
was superintendent at Hygeia Hospital, this 
city. 

Progress of State Society Journals. 

Under the above caption, the Journal of the 
A. M. A., in a recent editorial, tells of how the 
Co-operative Medical Advertising Bureau has 
assisted the state society journals in reaching 
a degree of uniformity which hardly seemed 
conceivable when the Bureau was organized. 
Upon the suggestion of the editors of several 
state journals, the Bureau entered upon its 
work in 1913, about the time when the cost of 
publishing medical journals in many of the 
states was becoming almost prohibitive. To 
reduce cost, many were being printed on poor 
paper and were carrying advertisements which 
were of doubtful value. It is stated that a 
collection of state journals at that time failed 
to demonstrate “even the two-by-two uniform- 
ity of the passengers of Noah’s Ark,” in any 
particular. 

This central advertising bureau deserves 
great credit for the way in which it has co- 
operated with the state journals, assisting 
them to overcome obstacles, Thirty state jour- 
nals are now numbered in the family of this 
Bureau. All of these carry reputable adver- 
tising, are being printed on good paper, are 
uniform in size, and ever strive to better them- 
selves in every way, with the aid of the 
Bureau. 


Dr. Weaver Shot by Patient. 

Dr. Delmar F. Weaver, of Somerset, Va., 
was shot three times by a patient when sum- 
moned to her home to attend her child the last 
of February. She then attempted to take her 
own life. Dr. Weaver was taken to University 
of Virginia Hospital. At last reports, it was 
hoped that his injuries, while serious, may not 
be fatal. 
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The American College of Surgeons, 

Maryland, Virginia, West Virginia and Dis- 
trict of Columbia Section, held its annual 
meeting in Cumberland, Maryland, March 
2nd and 3rd, The attendance was good and 
the meeting was of unusual interest in every 
way. The State Executive Committee for 
Virginia, for the coming year, is as follows: 
Chairman, Dr. Wilson E. Driver, Norfolk; 
secretary, Dr. S. S. Gale, Roanoke; counselor, 
Dr, Frank Johns, Richmond. 


The Tubercle Bacillus Under Investigation. 

Dr. William Charles White, of the U. S. 
Public Health Service, in an address before 
the annual meeting of the Virginia Tubercu- 
losis Association, in Richmond, February 5th, 
told of the organized research which is being 
carried on in an effort to know more of the 
nature of the tubercle bacillus and the cure 
of the disease it causes. 

Dr. White, Chairman of the Committee on 
Medical Research created by the National 
Tuberculosis Association, told of the methods 
pursued by this committee, which unlike most 
research bodies is not working in a single en- 
vironment but is using the great laboratories 
of several universities and also the facilities 
of two large commercial firms manufacturing 
bacteriological products. In this way, the 
foremost scientists of the country have been 
enlisted and are working simultaneously on 
different phases of the same problem. 

Dr. White stated that while the tubercle 
bacillus is the best known and first discovered 
germ, it is still the most illusive and because 
of lack of knowledge on the subject, is still 
causing the death of 100,000 Americans, an- 
nually, He said that in round figures the cost 
to the United States is about five hundred 
millions a year, costing more than the army, 
nearly twice as much as the navy, a third more 
than the Veteran’s Bureau, and only being ex- 
ceeded by one department of the Government, 
namely, the interest on our public debt. 

Dr. White remarked that it was peculiarly 
fitting that the National Tuberculosis Asso- 
ciation, the largest and most. powerful na- 
tional and international association against 
any disease, should be the organizer of this 
new field of research for better methods of 
controlling tuberculosis, It raises its funds 
through the sale of Christmas Seals by the 
State and local tuberculosis associations and is 
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founded for human welfare with altruism as 
its sole purpose, 

Dr. Dean B. Cole, Richmond, and Dr. J. B. 
Nicholls, Catawba Sanatorium, were among 
new members elected to the Board of Directors 
of the Virginia Tuberculosis Association at 
this meeting. 

Captain W. W. Baker, was elected honorary 
president, Dr. C. R. Grandy, Norfolk, presi- 
dent, and Dr. Roy K. Flannagan, Richmond, 
secretary of the board. 

Dr. T. H. Massey, 

Who has practiced for the past seven years 
in Smithfield, Va., has moved to Suffolk, 
Va., where he will continue the practice of his 
profession. Dr. Massey has offices in the Na- 
tional Bank Building of that place. 

How to Care for Needles and Syringes. 

A pamphlet has been issued by, Becton, 
Dickinson & Company, Rutherford, N. J., on 
“Standardizing on Sizes and Makes of Hypo- 
dermic Syringes and Needles.” This pamph- 
let, besides suggesting the proper gauges and 
lengths of needles and the proper size syringes 
for the various operations, outlines the com- 
parative merits and cost of steel, nickeloid, 
gold and platinum-iridium. It also gives 
valuable information regarding the care and 
sterilization of needles and syringes. 

Any physician interested can secure a com- 
plimentary copy by writing the above named 
company. 

Dr. Tom A. Williams 

Has moved from Washington, D. C., to 
Florida, with offices at 46 Northeast Fifth 
Street, Miami. He is limiting his work to the 
nervous and endocrine systems. Dr. Williams 
has his home at Helene Apartments, Miami 
Beach. 

Several Volumes of Virginia’s War History 

Ready. 

The Virginia War History Commission an- 
nounces the completion of the first four 
volumes of the Virginia War History which 
has been prepared by the Commission. 
Volumes V and VI are in the hands of the 
printer and orders are also being taken for 
them. These six volumes may be obtained at 
a cost of $2.00 each for cloth-bound copy or 
$1.50 for paper-bound copy. Orders with 
checks should be sent to the Publication De- 
partment, Virginia War History Commission. 
State Capitol, Richmond. 

Dr. Martin B. Hiden, 
After practicing for some time at Water 
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ford, Va., has now located at Warrenton, Va. 
for the practice of his profession. 
The Southwestern Virginia Medical Society 

Will hold its regular semi-annual meeting 
at the Patrick Henry Hotel, Roanoke, March 
30th and 31st, under the presidency of Dr. J 
M. Miller, of Wytheville. Dr. E. G. Gill, 
Roanoke, is secretary-treasurer of the Society. 
In addition to the voluntary papers, there wili 
be a symposium on Appendicitis, and paper: 
by three invited guests—Dr. Joseph Blood 
good, of Baltimore, and Dr. O. H. Perry Pep 
per and Dr. Lewis H. Clerf, both of Philadel 
phia. 

Dr. George H. Snead, 

Formerly of Fork Union, Va., has moved 
to Richmond, Va., and has offices at the West 
End Clinic Building, 2618 Grove Avenue, He 
will limit his work to diseases of the eye, ear, 
nose and throat. 

The District of Columbia Public Health As- 
sociation 

Was organized in Washington, on February 
Sth, the special purpose of which will be to 
take an active interest in public health affairs 
in the District. The following officers wer 
elected: President, Dr. Victor C. Vaughan: 
vice-presidents, Drs. George M. Kober and 
William C. Fowler; secretary, Dr. James A. 
Tobey, and treasurer, Dr. W. C. Cox. 

The National Committee for the Prevention 
of Blindness, 

Which now includes in its membership more 
than 14,000 men and women, has moved its 
headquarters to the building occupied by the 
other active members of the National Health 
Council at 370 Seventh Avenue, New York 
City. Thirteen other health organizations arc 
housed in this building. This Committee ha 
aided greatly in the fight for safeguarding the 
sight of children at birth, for conserving the 
eyes of school children, and for protecting the 
eyes of industrial workers. 

Dr. Hunter McClung 

Has been elected president of the Golf Club 
of Lexington, Va. 
Dr. W. O. Smith, 

Altavista, Va., was a recent visitor in Rich- 
mond. 

Congratulations to the Taylor Instrument 

Companies! 

The January Bulletin published by the Tay- 
lor Instrument Companies, of Rochester, N. 
Y., announces, with 1926, the seventy-fifth an- 
niversary of that organization. They tell of 
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their beginnings on small capital but with 
high ideals. The “quality” and “service” 
given by the Taylor Instrument Companies 
today is but evidence of the truth of that old 
adage—“Great oaks from little acorns grow.” 

We extend this Compnay our congratula- 
tions and best wishes for continued success. 
The Virginia Society of Oto-Laryngology 

and Ophthalmology 

Will hold its regular meeting in Peters- 
burg, April 27th. Several invited guests will 
present papers and the meeting promises to be 
an interesting one. Dr. H. S. Hedges, Char- 
lottesvilie, is president, Dr. Clifton Miller, 
Richmond, vice-president, and Dr. E. U. Wal- 
lerstein, Richmond, secretary and treasurer. 
Directors in Boat Club. 

Dr. J. Henry Rawlings and Dr. James R. 
Gorman are among the directors who have 
been elected for the Lynchburg, Va., Boat 
Club. 


Dr. James Morrison, 

Lynchburg, Va., has been elected president 
of the Boy Scout Council of that city, for this 
year. ; 

Dr. A. B. Graybeal, 

Recently of Grant, 
Marion, Va. 

New Superintendent at Lynchburg Hospital. 

Miss Alberta V. Terrell has been appointed 
superintendent of the Lynchburg, Va., Hos- 
pital, vice Miss Florence Wells, resigned. Miss 
Wells has returned to her home in Chase City, 
Va. 

Dr. Guy R. Harrison, 

Richmond, Va., recently attended a joint 
meeting of the Raleigh Dental Society and the 
Raleigh Academy of Medicine, at which time 
he read a paper on “Dental Problems of In- 
terest to the Physicians.” 


Many Products Improved Through Food 
and Drugs Act. 

A report issued by the chief of the Bureaus 
of Chemistry, U. S. Department of Agricul- 
ture, tells of some noticeable improvements 
brought about during the past year by the en- 
forcement of the food and drugs act. It is 
stated that “although much improvement is 
brought about through prosecution of viola- 
tors, the bureau regards the law as a correc- 
tive rather than a punitive measure. The 
specialists of the bureau assist manufacturers 
and others in obtaining information that will 
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enable them to so conduct their process of 
manufacturing, packing, storing and shipping 
that their products will meet the require- 
ments of the law. The extensive information 
developed by their researches * * * is 
made available to all who desire to improve 
their processes or the quality of their prod 
ucts, Information is also furnished regarding 
the labeling requirements in order that each 
manufacturer may devise truthful and inform- 
ing labels for his products.” 


Dr. Bernard H. Kyle, 

Of Lynchburg, Va., recently held a clinic 
for crippled children at the Chesapeake and 
Ohio Hospital at Clifton Forge, Va. 


Dr. T. S. Hening 

And family, of Jefferson, Va., spent a short 
vacation recently with friends in Nelson 
County, Va. 

Elizabeth Buxton Hospital has Anniversary. 

On February 23rd, Elizabeth Buxton Hos- 
pital, Newport News, Va., celebrated its 
twentieth anniversary and open house was 
kept all day, light refreshments being served 
the many visitors, Among the callers was the 
first patient of the hospital, who was operated 
on in 1906. The guest of honor was Mrs. 
Elizabeth P. Buxton, mother of Dr. Buxton. 
for whom the hospital was named. 

When started twenty years ago, the hospital 
had seventeen beds, With the new wing which 
was opened for inspection, on this anniver- 
sary, it can now care for approximately one 
hundred patients, It is general in its work, 
admitting medical, obstetrical and surgical 
A training school for nurses is oper- 
ated in connection with the hospital. Miss 
Elizabeth Buxton, daughter of Dr. Buxton, is 
superintendent. 

An impressive feature of the day was the 
presentation by the hospital staff of a 
memorial tablet to the late Dr. E. M. Newsom. 
Tribute to Early Ophthalmologist. 

At the January meeting of the Section on 
Ophthalmology of the College of Physicians 
of Philadelphia, Dr. Hunter H. McGuire, of 
Winchester, Va., by invitation, delivered an 
historical sketch on the work of his grand- 
father, Dr. Hugh H. McGuire, in ophthalmic 
surgery. 

Dr. McGuire, on this occasion, presented the 
Section on Ophthalmology with an old set of 
couching needles which were used by his 
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grandfather between the years 1822 and 1850, 
in performing the operation for cataract. 


Dr. William Price Bittinger, 

Of the class of 23, Medical College of Vir- 
ginia, after a short time in Huntington, W. 
Va., has located at Richwood, W. Va. 


The American Proctologic Association 
Meets in Indianapolis, Ind., the Friday and 
Saturday before the meeting of the American 
Medical Association, so that members may go 
from this meeting to Dallas. Dr. D. C. 
McKenney, Buffalo, is president, and Dr. 
William Rolfe, Boston, secretary of the As- 


sociation. 


Dr. William F. Drewry, 

City manager of Petersburg, Va., has been 
re-appointed to the Governor’s Advisory 
Board on Mental Hygiene for the purpose of 
examining the mental condition of patients. 
This will be the third Governor under whom 
Dr. Drewry has served in this capacity. 
Narcotic Tax Reduced. 

The Federal Tax Reduction Bill, which 
passed the Senate in February, carried the 
provision already passed by the House of Rep- 
resentatives, reducing the annual registration 
fee of physicians under the Harrison Narcotic 
Act from $3.00 to $1.00. 


Dr. Mendelsohn Iil. 

As we go to press, Dr. Ludwig Mendelsohn, 
of Norfolk, Va., is reported as being seriously 
ill. 

Dr. and Mrs. G. B. Barrow, 

Clarksville, Va., were recent visitors in 
Richmond, having come to attend the mar- 
riage of a friend. 

The Physician’s Home. 

The Physicians’ Home idea is growing in 
interest and it is hoped shortly to have suffi- 
cient funds in hand to organize one section 
and make a success of it and then to expand 
so as to have several of these homes in the 
various sections of the country. The idea de- 
veloped about five years ago in one of the 
New York Medical Societies, These homes are 
to be established to care for the physician who 
is incapacitated in his old age, so that he 
may pass his latter days in the modest com- 
fort and quiet which he deserves. The secre- 
tary of the Physicians’ Home, Inc., 22nd 
Floor, Times Building, New York City, will 
give any information requested. 
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The Navy’s Human Accountability. 

This is the subject of an article by W. Armis 
tead Gills, M. D., U. S. Navy (retired), o! 
Richmond, Va., which appeared in a recent 
issue of The Nation’s Health, Dr. Gills ha 
published several similar articles, recently, in 
various magazines, and they furnish muc! 
food for thought. 


Tri-State Medical Association of West Vir- 
ginia, Ohio and Kentucky. 

Dr. Thomas W. Moore, Huntington, W. Va., 
has been elected president of this association 
which has been recently organized, and Dr. 
¥F. O. Marple, also of Huntington, secretary 
treasurer. 


Dr. E. M. Wilkinson, .- 

Of Welch, W. Va., of the class of ’23, Medi 
cal College of Virginia, has returned home 
after a visit to his parents, Dr. and Mrs. R. FE. 
Wilkinson, at McKenney, Va. 


American Health Congress. 

For the first time in the history of public 
health in America, those who are engaged in 
this work will meet together in Atlantic City, 
N. J., May 17-22. Sixteen national organiza 
tions will participate under the auspices of 
the National Health Council, of 370 Seventh 
Avenue, New York City. Among the promi- 
nent speakers are Sir Arthur Newsholme, 
who has been prominently identified with 
health work in England, Professor C. E. A. 
Winslow, President of the American Public 
Health Association, Dr. Ray Lyman Wilbur, 
President of Stanford University, and Dr. 
George E. Vincent, President of the Rocke 
feller Foundation. 

The exhibits will form one of the most edu- 
cational health displays that this country has 
ever seen. Headquarters for the meeting will 
be at the Steel Pier. 

Special railroad rates from all parts of the 
country have been secured for the estimated 
7,000 people who will attend. 


Dr. and Mrs. O. T. Amory, 

Of Newport News, Va., left the middle of 
February for a short visit to Dr. Amory’s 
brothers in Miami and Ft. Lauderdale, Fla. 


Dr. H. D. Ribble, 

Of Blacksburg, Va., is now at Mount Hope. 
W. Va., where he will remain until the first 
of May. 
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Size of Families by Occupations of Hus- 
bands. 

According to statistics which have been 
compiled by the Department of Commerce, in 
twenty states, in 1924, there were 270,045 
women between the ages of 35 and 44 years 
who became mothers and who had husbands 
engaged in gainful occupations. The total 
number of children ever born to these mothers, 
including the 1924 births was on an average 
of 6.7 per cent per mother. The highest 
average number of children appears for the 
wives of mine operatives and the lowest per- 
centage for the wives of chemists, assayers and 
inetallurgists, dentists, physicians and surg- 
eons, technical engineers, lawyers, judges and 
justices. 


1926 Officers of Staff of St. Peter’s Hospital. 
Dr. John H. Tucker has been elected presi- 
dent of the staff of St. Peter’s Hospital, Char- 
lotte, N. C., for 1926; Dr. William M. Strong 
was elected vice-president, and Dr. Lucius G. 
Gage, secretary-treasurer. 
Dr. Robert L. Carter, 
Formerly of Dunbar, Va., is now located at 
4017 McColla Avenue, Knoxville, Tenn. 


Dr. J. A. Strickland, 

Who practiced in Norfolk, Va., for some- 
time, has located in St. Petersburg, Fla., with 
offices in the Power and Light Building. 


Dr. A. M. Byrd, 

Who has been for some time at Richlands, 
Va., has returned to Bath County, and is lo- 
cated at Mountain Grove, Va. 

Medical Missicnaries in Foreign Fields. 

According to the Journal of the A. M. A.. 
we note that there are 1,014 medical mission- 
aries from the United States and the British 
Empire, there being 460 from Great Britain, 
forty-eight from Canada, and eight from Aus- 
tralia and New Zealand, while the United 
States has 498. Most of these are distributed 
in China, Japan and India. 

Dr. Paul Redd 

Has returned to his home at Yorktown, 
Va., after a pleasure trip to Florida. 

U. S. Civil Service Examinations. 

The U. S. Civil Service Commission, Wash- 
ington, D. C., announces open competitive ex- 
aminations for technical assistant in sanitary 
engineering, receipt of applications to close 
March 27th; and for physiotherapy aide, and 


physiotherapy assistant, receipt of applica- 
tions to close April 17th and May 15th. 

Full particulars and application blanks may 
be obtained from the above named Commis- 
sion. 


Work Schools, Hungary. 

Nine work schools for children above twelve, 
the school-leaving age, have been opened in 
Budapest and two neighboring townships by 
the Save the Children Fund. Here the chil- 
dren are taught some gainful occupation and 
receive small pay for their work, The Uni- 
versity and city clinics, the school, and the 
Government have co-operated in providing 
medical care, clothing, and teachers. 
Children in Institutions, New York. 

Of the 27,815 children who, on December 31, 
1924, were being cared for in institutions 
supervised by the New York State Board of 
Charities, only eight per cent were orphans, 
according to the bulletin of the board. Nearly 
half had both parents living. 
Hard-of-Hearing Children, Chicago. 

Fourteen thousand and four hundred Chi- 
cago children have ear disease and 1,000 are 
sufficiently deaf to need instruction in lip 
reading, if conditions found in six Chicago 
schools hold good in the city as a whole. 
7,538 children were examined, and of this num- 
ber 3.6 per cent were suffering from ear dis- 
ease in some form, 

For Sale. 

A doctor’s home in growing suburban com- 
munity, one mile north of Alexandria, Vir- 
ginia, and three miles south of Washington, 
D. C. Large ten-room house, containing two- 
room office, spacious lawn and shade and fruit 
trees. Two-car garage, An ideal location for 
a doctor, For terms and particulars, address 
Paul B. Yates (administrator), 810 Mount 
Vernon Avenue, Potomac, Alexandria, Va. 


(Adv.) 
For Sale. 

At a bargain. Owners offer one Scheidel 
Western X-ray transformer with control board 
and one Victor Horizontal Fluoroscopic table. 
$275.00 cash gets both. Address Box 34, 
Lynchburg, Va. (Adv.) 

Position Wanted. 

Woman experienced in electro-therapeutics. 
X-ray, laboratory and secretarial work wants 
position in physician’s office. Address No. 463, 
care this journal, (Adv.) 
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Obituary 


Dr. Philip Turner Southall, 

A prominent physician of Southside Vir- 
ginia, died at his home in Amelia, Va., Febru- 
ary 16th. He was seventy-five years of age 
and had been in bad health for some time. 
He was a native of Amelia County and prac- 
ticed in that county for the greater part of 
the time after his graduation from Medical 
College of Virginia in 1878. He had been a 
member of the Medical Society of Virginia 
since 1887 and was president of Amelia 
County Medical Society. He was at one time 
a member of the Amelia County Board of 
Health and the Board of Supervisors of that 
county and was formerly a member of the 
Board of Directors of Eastern State Hospital 
at Williamsburg. He is survived by his wife 
and two daughters. 


Dr. Lawrence Ingram, 

A well known Richmond physician, died at 
his home in this city, February 19th, after a 
brief illness. He was born in Lunenburg 
County, Va., sixty years ago, and upon com- 
pletion of his academic education took up 
medicine, receiving his diploma from Medical 
College of Virginia in 1886. He had been a 
member of the Medical Society of Virginia 
since 1888. Dr, Ingram was president of the 
Manchester Board of Health and was also 
adjunct professor of practice of surgery at 
the former University College of Medicine in 
this city. His wife and several children sur- 
vive him. 


John Cropper Ayres, 

Son of Dr. and Mrs. J. H. Ayres, of Acco- 
mac, Va., and member of the class of ’26, Uni- 
versity of Virginia Medical School, died 
January 4th, at Trudeau, N. Y. After gradu- 
ating from Virginia Military Institute with 
the degree of bachelor of science in 1922, 
Cropper at once entered the Department of 
Medicine at University of Virginia, where he 
proved himself a tireless worker until over- 
taken by ill health. He was a member of the 
Phi Delta Theta fraternity, of two medical 
fraternities, and had received many social 
honors in his college career. 

We can but regret the untimely passing of 
this popular young man. 


[March . 


Dr. Edward Roland Hart, 

Of Suffolk, Va., died January 22nd, at the 
age of forty-six years. He was born in North 
Carolina and graduated in medicine from the 
University of Maryland, Baltimore, in 1901. 
For some time after this, he practiced in 
Suffolk, later going to North Carolina and 
had only just returned to Suffolk shortly be- 
fore his death. When he lived in Virginia, 
formerly, he was a member of the Medica! 
Society of Virginia. 

Dr. Charles Alexander Pfender, 

Prominent roentgenologist of Washington, 
D. C., died in that city, February 17th. He 
was forty-eight years of age and graduated 
from George Washington University Medical 
School, Washington, D. C., in 1905. At the 
time of his death he was professor of Roent- 
genology and Electrotherapeutics in George- 
town University School of Medicine. 


Dr. William R. Siron, 

For years a_ practicing physician at 
McDowell, Va., died at his home at that place, 
February 17th, at the age of sixty-one years. 
He had been in failing health for some time. 
Dr. Siron graduated from the Medical School 
of the University of Maryland in 1891. His 
wife and a large family connection survive 
him. 


Dr. James Marvin Prichard, 

A garduate of the Eclectic Medical Institute, 
Cincinnati, in 1874, died at his home at Olin- 
ger, Va., January 9th. He was seventy-four 
years of age. 


Dr. Elmer E. Bowman, 

Of Mount Jackson, Va., died at his home at 
that place, January 7th, aged fifty-two years. 
He graduated in 1900 from University of the 
South, Medical Department, Sewanee, Tenn. 


Dr. George Earl McCorkle, 

Of Keysville, Va., died at his home in that 
place February 21st, after a short iilness, aged 
sixty-one years. He was a native of Iowa, but 
came to Virginia about fifteen years ago. He 
graduated in medicine from Rush Medical 
College, Chicago, in 1888. His wife and sev- 
eral children survive him. 


Charles Bernard Pritchett, Jr., 

Son of Dr. and Mrs. C. B. Pritchett, of 
Danville, Va., died February 18th, as the re- 
sult of burns received earlier in the day. He 
was three years of age and the only child. 























THE CENTRAL NATIONAL BANK 


RICHMOND, VIRGINIA 


March 12, 1926 


Dear Doctor: 

We are glad you came in to talk-over the 
matter of your will, and we are sure it is a 
relief to you to get this matter settled. By the 
way, you might suggest to some of your friends in 
the medical profession that we would welcome an 
opportunity to perform a similar service for them. 

Anything in our line will command our 
best. 

Very sincerely yours, 


President. 


“Friendly Banking Service— 
Just Where You Want It.”’ 





























Grant’s--Service Drug Stores 


To The Medical Profession: 


INSULIN HE GRANT STORES carry ARSPFENAMINE 
—Lilly’s complete lines of Supplies PRODUCTS 
—Squibb’s for Hospitals and Phy: icians. —Squibb’s 

Prompt attention given require- 


BIOLOGICALS ments of the profession. Rush de- THERMOMETERS 
_P.D.&Co’s. _ liveries in emergencies, day or ane 


—Squibb’s night. Dickinson’s 
—Mulford’s Call, or ‘phone us your wants. —Taylor’s 














INSULIN SYRINGES HYPODERMIC SYRINGES LISTERS DIABETIC FOODS 








GRANT DRUG CO. 


610 EAST BROAD 12th and MAIN. 


(Broad St. Store Open All Night) 






































Announcing The Opening of 


THE ROSE VAN VORT RESTORIUM 
A PLACE FOR REST AND RESTORATION 


Three Chopt Road and Pepper Avenue 
WESTHAMPTON, RICHMOND, VIRGINIA 


ROSE ZIMMERN VAN VORT, R. N., Superintendent 
FRANCES H. CALISCH, R. N., Associate 


MAY BLANCHE TINSLEY, R. N., Head Nurse 


This new health center is ideally situated in the most exclusive sec- 
tion of Richmond’s fasionable suburb. All city advantages enjoyed, yet 


sufliciently remote with ample grounds to assure entire freedom from 


noises. One block from car line, fifteen minutes’ drive in auto over 


perfect roads, from center of Richmond’s business activities. 
Established primarily for Rest Cure and Convalescent Cases and 
for patients requiring special feeding. 
No mental cases taken. 


Open to all physicians in good standing. 


The Hospital Bureau attached supplies all the needs of the doctor, 
the nurse, and patients not rqeuiring hospitalization. 
Nurses sent to private homes to give treatments or hourly nursing. 


Equipment and appliances sold or rented. 


Graduate masseuse (Weir Mitchell System.) 
Our desire is to serve you. 
Phone (day or night) Boulevard 7722-J. 


For information, write above address. 
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The University of Virginia Hospital 


CHARLOTTESVILLE, VIRGINIA 





aig | 


A Geueral Hospital, owned by the State of Virginia and conducted under the supervision of the Medi- 
cal Department of the State University. 

Ward service affords treatment to citizens of Virginia at low cost. A limited number of indigent cases 
taken free of charge. 

Well appointed private rooms. 

Exceptional location on the University grounds. Well equipped laboratories and X-Ray Department. 

Contagious diseases, mental cases and drug habitues not receives. 
For further information, address 
JOHN A. HORNSBY, M. D., Superintendent. 
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ELIZABETH BUXTON HOSPITAL and Training School for Nurses 


BOULEVARD, NEWPORT NEWS, VA. 


st } 

















FOR MEDICAL AND SURGICAL CASES 


STAFF 
. a ree - = Medicine 
OSEPH T. Buxton, M. D., Surgeon in arge 
O. T. Amory, M. D. J. E. MARABLE, M. D. i. B. — M. D. J. C. Curie, M. D. 

A. D. Ownsey, M. D. E. R. Martin, M. D._ B. L. CARLETON, M. D. 
Gastro-Enterology—GEorcE J. WILLIAMS, M. D. Roentgenology—R. A. Davis, M. D. 
Urology—W. O. POINDEXTER, M. D. Pathology—M. B. BEEcroFT, M. D. 
Pediatrics—E. M. Newsom, M. D. Radium Therapy—A. D. OwnBeEy, M. D. 
Obstetrics—W. R. Payne, M. D. House Surgeon—A. D. LAMBERTH, M. D. 

For additional information, address Miss ELizABETH NAGLE, Supt., Newport News, Va. 
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Westbrook Sanatorium - - - Richmond, Va. 





Rooms single, Electrical and 
7 «n suite, hydrothera p y 
with or with- 2quipment. 
out private 
baths. 
Nurses and at- | 
tendantstrain- | 
Hot water A to i 
heat, electric . aah 
lights and ar- — 
tesian water. 
Two of the 
Bowling, ten- 2 ag - physicians re- 
nis, croquet, side in the in- 
billiards and a stitution and 
symnasium af- devote their 
ford recrea- entire time to 
the patients. 





The magnificient home of the late Major Ginter, by alterations and extensive addi- 
tions, has been transformed snto a private institution for the treatment of nervous dis- 
eases, mild mental cases and select alcoholic and drug habitues. 

The grounds are ample, quiet is assured, and a new building for men makes easy the 
separation of the sexes. A number of cottages make possible satisfactory and congenial 
grouping. 

Jas K. Hall, M. D. Paul V. Anderson, M. D. 























TUCKER SANATORIUM 


INCORPORATED 
Madison and Franklin Sts. Richmond, Virginia 








The private sanatorium of Drs. Beverley R. Tucker and R. Finley Gayle for the 
treatment of Nervous Diseases. 
Modernly conducted, including hydroherapy, massage and electricity. Nurses’ 
home and school for nurses. 
Insane and alcoholic cases not taken. 






























































met § 1 ORM: 


Binder and Abdeminal Supporter 


(Patented 
a 
Trade 
Mark - 
Reg. Reg 





For Men, Women and Children 


For Ptosis, Hernia, Pregnancy, Obe- 
sity, Relaxed Sacro-Iliac Articula- 
tions, Floating Kidney, High and Low 
Operations, etc. 

Ask for 36-page Illustrated Folder. 


Mail orders filled at Philadelphia only— 
within 24 hours. 


Katherine L. Storm, M. D. 


Originator, Patentee, Owner and Maker 
1701 DAMOND ST. PHILADELPHIA 














Open All the Year 


with 
Pluto Spring Flowing All the Time 
French : French Lick, Indiana 
Lick “i sn 
Springs p rf 
Hotel 
Co. 









No Sanatorium 














SIX HUNDRED AND FIFTY ROOMS 
(ALL, OUTSIDE) IN OUR HOTEL 

A place where your patients can find attractive sur- 
roundings with adequate medical service and supervision. 

Dunning S. Wilson, M, D., Ky. U. of L., °99, is in 
charge of the Medical Department, which is equipped 
with complete X-ray, actinic ray, chemical and bacterio- 
logical laboratories for diagnostic and therapeutic work. 

When your patients are tired of home or hospital send 
them to French Lick for final recuperation. 

Write for Booklet 


















































THE SAINT PHILIP 
HOSPITAL 


Marshall and 13th Sts. 
RICHMOND, VIRGINIA 


For negro patients 
exclusively 


A seven-story and basement structure of 
absolute fireproof construction, with steel 
frame, hollow tile, and reinforced concrete 
floors. 

Fully equipped Bacteriological, Pathologi- 
cal, Pharmaceutical and Roentgen Ray 
Laboratories, Delivery and Operating Room 
Suites, affording facilities for the most 
scientific study and modern treatment of 
all diseases. 

School of Nursing for training negro 
women between twenty-one and thirty-five 
years of age for the profession of nursing 

Accommodations in General Wards and 
Private Rooms to meet the financial condi- 
tion of all patients. 

Patients will be met with hospital am- 
vulance. 


|' Communications should be addressed te 


FREDERIC B. MORLOK, 
Superintendent 



























































WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 
WASHINGTON, D. C. 


Phone North 6687-3457 . 


C. AUGUSTUS SIMPSON, M. D., H. FORD ANDERSON, M. D. 
DERMATOLOGY | 
RADIUM AND X-RAY | 
THERAPY | 


Radium in sufficient quantity to treat any form of malignancy at our disposal. 22,000 Volt X-ray machine, 
Fulguration. Kromayer and Alpine lamps in skin lesions. 
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Nashville Private ~apery ih ir aaeiaes 

- “ When we select a doctor to practice upon 
ourselves and our families we are governed by 
Mat e rnity Hospital his professional ability and his general char- 
‘ acter as a gentleman. We then put our lives 

For the care and protection in his hands and look to him for results. 
of unfortunate young women. We put our faith in him and stick to him 
Should our case be serious and he thinks we 
Graduate Nurse in Constant Attendance. should have additional service we expect him 

° s to suggest it. 

Address: Mrs. Jessie B. Goldthwaite Now doctor when your patients need a wheel 
(Successor to Mrs J. H. Sweeney). chair, commode, bedtable or a comfortable 
1230 Second Avenue, South, yd or b — ap why not — Ag 

Phone, Main 3791 Nashville Tennessee em an e sure to say you can fin a 

‘ SYDNOR & HUNDLEY, Richmond, Va. 






































ST. ELIZABETH’S HOSPITAL 


Richmond, Va. 





























STAFF 
J. Shelton Horsley, M. D. Surgery and Gynecology. 
J. S. Horsley, Jr., M. D. Surgery and Gynecology. 
Wm. H Higgins, M. D. Internal Medicine. 
O. O. Ashworth, M. D. Internal Medicine. 
Austin I. Dodson, M. D. Urology. 
Fred M. Hodges, M. D. Roentgenology. 
Helen Lorraine Medical Illustration. 
Thos. W. Wood, D. D. S. Dental Surgery. 
N. E. Pate ..... Administration. 





SCHOOL FOR NURSES 


All applicants must be graduates of a high school or must have equivalent 
education. 
Address, 


HONORIA MOOMAW, R. N., 
Superintendent of Hospital and Principal of Training School. 
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KENDIG BROS. HOSPITAL 


VICTORIA, VA. 





Epwin L. KEnNpIc, M. D. 
Surgery and Gynecology 


W. Dennis Kennic, M. D. 
Surgery and Gynecology 


RoreErt WHITEHEAD, M. D. 
Internal Medicine and 
Roentgenology 


W. W. WILKINSON, M. D. 
Internal Medicine 


WILKINS J. Oziin, M. D. 
Obstetrics 


ArTHUR T. Hart, M. D, 
Proctology and Urology 


J. B. Everett, D. D. S. 
Dental Surgery 





A small modern and well equipped Hospital for the accemmodation of Surgical, Medical, Obstetrical and Emergency 
cases, conducted by the Staff under a co-operative group system plan to meet primarily the needs of the people of 
Southside, Virginia. Modern X-ray, Pathological and Bacteriological Laboratories and Electro-Cardiographic Station in 
charge of competent specialists. One member of the staff gives his entire time to the work of this Hospital. Prices 
moderate, $20.00 to $35.00 per week with bath. Private ambulance from Hospital to any home in Lunenburg and ad- 
joining counties. Ambulance will meet trains on Virginian Ry. at Victoria and on Southern and N. and W. Rys. at 
Burkeville. Write or wire MISS HAZEL HALL, R. N., Supt., Victoria, Va. 















































JEFFERSON HOSPITAL 


TRAINING SCHOOL FOR NURSES 
ROANOKE, VA. 


SURGIQGAL STAFF MEDICAL STAFF. 
Dr. Hugh H. Trout Dr. George B. Lawson. 
Dr. Alfred P. Jones. Dr. W. P. Jackson 


For further information address, W. B. DANIEL, Manager. 
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THE 
MEMORIAL 
HOSPITAL 


BROAD AND 12th STREETS 
RICHMOND, VIRGINIA 


AYN 


i) 


=i 
ih) 


— 
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Nt 





fh 


For white patients 
excluswely 





A fireprocf structure admirably located on the brow of Broad Street Hill within easy reach 
of all depots, hotels, and the business section, and in a most quiet part of the city. 

Fully equipped Bacteriological, Chemical, Pathological, Pharmaceutical and Roentgen Ray 
Laboratories, Delivery and Operating Room Suites, affording facilities for the most scientific 
study and modern treatment of all diseases. 

School of Nursing for training women between twenty-one and thirty-five years of age for 
the profession of nursing. 

Accommodations in General Wards and Private Rcooms to meet the financial condition of all 





patients. 
Patients will be met with hospital ambulance. Communications should be addressed to: 


FREDERIC B. MORLOK, Superintendent | 





























PARRISH MEMORIAL 
HOSPITAL 


AND 


TRAINING SCHOOL 
FOR NURSES 


PORTSMOUTH VIRGINIA | 



































ORGANIZED UNDER 
THE GROUP SYSTEM 











STAFF 
SURGERY—R. L. - D.; J. W. Abbitt, M. D.; EYE, EAR, NOSE i THROAT—L. L. Jones, M. D.; 
L. A. McAlpine, M. D A. c. Ss. Marshall Hood, D. 
Howard, M. NERVOUS AND MENTAL DISEASES—E. M. Gayle, M. D. 


MEDICINE—A. A. Bilisoly, 
G. W. Hayes, M. D. 
' OBSTETRICS—J. W. Abbitt. 


D.: BR EL Ciaud, M. D.; UROLOGY, GENITO-URINARY SURGERY, DERMATOL- 
OGY AND ROENTGENOLOGY—C. W. Eley, M. D. 
D., and G. W. Hayes, M. D. SUPERINTENDENT—Miss Ruth Epperson. 




















M. 
F. 
4 GENERAL MEDICINE—K. w. 
M. 
M. 
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Glenwood Park Sanitarium, noiv Cacohea. 


SUCCEEDING TELFAIR SANITARIUM 











The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the advantages 
of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and entire freedom from the noise 
and distractions incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from overwork, sturdy or 
care. Diversion for the depressed and disquiet mind—and such as are suffering from any disease of the nervous sys- 
tem. The treatment consists of the gradual breaking up of injurious habits, and the restoration to normal conditions, 
by the use of regular and wholesome diet, pure air, sunlight, and exercise, with such other remedies as are calculated to 
assist nature in the work of restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable in cases of 
nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits and those nervous affections due to 
uterine or ovarian disorders. 

For further particulars and terms, address WwW. C. ASHWORTH, M. D., Superintendent. 






































GRACE HOSPITAL Richmond, Va. 


For the private patients of 
DR. H. STUART MAcLEAN. 


DR. ROBERT C. BRYAN. 





A modern fireproof surgical hospital. Centrally located. Every conven- 
ience for comfort of patients. Fully equipped Laboratory and X-Ray depart- 


ments. 
TRAINING SCHOOL FOR NURSES. 





















































j McGuire Clinic | 


St. Lukes Hospital 








| 
Richmond, Virginia | 


Medical and Surgical Staff 


GENERAL MEDICINE GENERAL SURGERY 
GARNETT NELSON, M. D. Srvart McGuire, M. D. | 
JAMES H. SmirTsH, M. D. W. LOWNDES PEpPLE, M. D. } 
Hunter H. McGuire, M. D. CARRINGTON WILLIAMS, M. D. 

MARGARET NOLTING, M. D. BEVERLY F. Eck Les, M. D. 


JoHN Powet WILLIAMs, M. D. 
tet P 
JOsEPH T. GRAHAM, M. D. eee See 


WILLIAM T, GRAHAM, M. D. 


D. M. FAULKNER, M. D. 
PATHOLOGY AND RADIOLOGY 5 
S. W. Bupp, M. D. DENTAL SURGERY 


JouN BELL WILLIAMS, D. D. S. 
Guy R. HaAgrison, D. D. S. 


ROENTGENOLOGY 
A. L. Gray, M. D. EYE, EAR, NOSE AND THROAT 
J. L. Tass, M. D. W. R. WEISIGER, M. D. 

















The Hygeia Hospital 


Richmond 101 West Grace Street Virginia 








Dr. JOHN R. BLAIR, Surgeon in Charge 


The advantages of the “Group Plan” are. recognized and competent 
Specialists are carefully selected to meet the requirements of individual need. 








X-Ray, Pathological and Hydrotherapeutic Departments under com- 
petent Directors. 


MAYME BENNETT, R. N., Supt. Mrs. E. YATES, Business Mgr. 


Training Schoo) for Nurses 
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The Johnston-Willis Hospital 


Richmond - Virginia 











N™ and thorough- 
ly equipped for 
the care of Medical and 


Surgical Patients. 



































Norfolk, Virginia. 


Aeroplane view of the four buidlings of The Sarah Leigh Hospital. 

A modernly equipped Hospital, located on the water front in the residential part of the 
City. controlled by a Staff combined under the Group System, with facilities for thorough Diag- 
nosis, including well equipped Laboratory and X-ray Departments, with the most modern Electro- 
Cardiographic Station, in addition to general Surgical, Radium and Medical Treatment. 

L. L. ODOM, R. N., Superintendent. 
TRAINING SCHOOL FOR NURSES. 
























































Po “5 x eae Sos , | 
Mount Regis Sanatorium | 


(Incorporated) 
SALEM Twixt the Alleghany & Blue Ridge Mountains of Virginia. VIRGINIA 

A modern, thoroughly equipped, private institution for the treatment of early and moderately 
advanced tuberculosis. 

Complete Laboratory Equipment, X-ray, Alpine Sun Lamp, Artificial Pneumothorax. Physi- 
cians in constant attendance. Training School for Nurses with affiliation with general hospital. 
EVERETT E. WATSON,{M. Mans 2k sie oe E. W. PAGE, Business Manager. 

CHURCHILL ROBERTSON; M3D., f? 'ysicians in Charge. Miss ORA WIGFIELD, Superintendent of Nurses. 
Descriptive booklet on request 























STUART CIRCLE HOSPITAL, Richmond, Va. | 
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General Surgery: Internal Medicine: 
STUART N. MICHAUX, M. D. ALEXANDER G. BROWN, JR., M. D. 
CHARLES R. ROBINS, M. D. MANFRED CALL, M. D. 

Obstetrics: Ophthalmology, Oto-Laryngology: 
GREER BAUGHMAN, M. D. CLIFTON M. MILLER, M. D. 
BEN H. GRAY, M. D. R. H. WRIGHT, M. D. 
Urology: Oral Surgery: 
JOSEPH F. GEISINGER, M. D. GUY R. HARRISON, D. D. S. 


| 
Roentgenology: 

FRED M. HODGES. M. D. 
With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equip- 
ment for the treatment of medical cases and a training school for nurses, the Stuart Circle Hos- } 
pital is a modern standardized hospital for private patients. 














CHARLOTTE PFEIFFER, R. N., Superintendent. 
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SAINT cALBANS SANATORIUM 
Radford, Virginia 





STAFF: 


J. C. King, M. D. 
John J. Giesen, M. D. 











Saint Albans is a modern, ethical institution fully equipped for the diagnosis, care 
and treatment of medical. neurological, mild mental and selected addict cases. Ideal- 
ly located, 2,000 feet above sea level in the heart of the “blue- grass” region. Com- 
pletely equipped laboratory. Nurses especially trained for the work. The sexes 
housed in separate buildings. Two physici ans live in the institution and devote their 
sntire time to the patients. Rates reasona dle. Railway facilities excellent. For fur- 
cher information, address: St. Albans San atorium, Radford, Virginia. 












































As a General Antiseptic HORLICK’S 





in place of S . The ORIGINAL 
TINCTURE OF IODINE Malted Milk 
In the 


Try 





Dietetic Treatment 





nananas Tomer 
ae 
Hees MLK CO 


vst bebewn zs whee 


Mercurochrome-220 Soluble 


(Dibrom-oxymercuri-fluorescein). 
2% Solution 





of 


Influenza-Pneumonia 





It stains, it penetrates, and A very nutritious and sus- 
it furnishes a deposit of the taining diet during illness 
germicidal agent in the de- and a strengthening food- 
sired field. drink for the convalescing 


It does not burn, irritate or patient. 


injure tissue in any way. 


Avoid Imitations Samples Prepaid 


Hynson, Westcott & Dunning | Horlick’s Malted Milk Co. 
Baltimore, Maryland RACINE, WIS. 



























































The State, District, County and Local Medical Societies of Virginia 


(Officers or ethers are requested to notify us of any errors or required changes.) 





SOCIETY PRESIDENT SECRETARY MEETING 


Accomac Co. Med. Soc..........R. R. Nevitte, Temperanceville_J. W. Robertson, Onancock.... Quarterly. 
Alsemarle Co. Med. Soc........T. H. Daniel, Charlottesville_.._F. C. McCue, Charlottesville.... 2nd Tuesday, Monthly. 








Alexandria Med Soc. ..........M. D. Delaney, Alexandria ...W. C. West, Alexandria -__-_- Ist Tuesdays, Monthly. 
Alleghany-Bath Co. Med. Soc...J. W. Wallace, Covington ....R. P. Hawkins, Jr., Clifton, 

Forge Monthly, 1st Fridays. 
Amelia Co. Med. Soc............ Geo. A. Arhart, Amelia_.....-- 
Arlington Co. Med. Soc..........H. A. Hornthal, Potomac ______ B. H. Swain. Ballston........-. Feb., May, Aug., Nov. 
Augusta Co. Med. Assn......... J. L. Alexander, Staunton______ H. G. Middlekauff, Weyers Cave_Tri-monthly. 
Bedford Co. Med. Soc........... W. O. McCabe, [haxton........ J. A. Rucker, Bedford.......... 
Botetourt Co. Med. Soc..........W. N. Breckinridge, Fincastle..R. H. Latane, Buchanan __---- 
Brunswick Co, Med Soc. ..._ W. H. Lewis, Lawrenceville i Grace Mallory, Lawrence-_ 

ville 





Buckingham Co. Med. Soc......J. H. Mitchell, Dillwyn.......... 
Charlotte Co. Med. Soc..........C. W. Tucker, Drakes Branch..W R Martin, Charlotte C. H.. 











Danville Academy of Medicine_.W. W. Robertson, Danville __..W. B. Fowlkes, Danville __--_-2nd Tuesday, Monthly, 
Dinwiddie Co. Med. Soc..........D. C, Mayes, Church Road ___.W. C. Powell, Petersburg ---- 
Eliz City Co. Med. Soc........J. W. Hope, Hampton ______-- G. W. McAllister, Hampton ---1st and 3rd Mondays. 
Fairfax Co. Med. Soc._...__--_. Wm. Meyer, Herndon --_------ W. P. Caton, Fairfax.........- 
Floyd Co. Med. Soc.............J. M. Harman, Floyd_......... R. T. Akers, Alum Ridge....... 
Frederick-Clark Co. Med. Soc...R. C. Randolph, Boyce__-..--- E. C. Stuart, Winchester ------ 
Fredericksburg Med. Assn.... R. Dew, Woodford ............ .J. N. Barnev. Fredericksburg... 
Giles Co. Med. Society _._.__- J. W. Miller, Pembroke -_---. W. C. Caudill, Pearisburg .... Last Monday, monthly. 
Greenesville Co. Med. Soc......G. B. Wood, Emporia...........M H. Tredway, Emporia....... 
Hanover Co. Med. Soc. ......T. J. Stanley, Beaver Dam_.._J. A. Wright, Doswell ------ . Bi-Monthly. 
Isle of Wight Co. Med. Soc....Rea Parker, Smithfield......... E. M. Easley, Bacons Castle__-- 
Jas. City Co. Med. Soc........ »-J. M. Henderson. Williamsburg. D. J King, Williamshurg....... 
Sf ee C. C. Pearce, Pennington Gap__J. B. Muncy. Jonesville ~------ 2nd and 4th Mondays. 
Loudoun Co. Med. Soc..........W. O. Bailey, Leesburg —__.-~- W. C. Orr, Leesburg_-.-----.-- 1st Tuesday, Monthly. 
Louisa Co. Med. Soc............H. W. Judd, Mineral _--_-_--- W. C. Mason, Gordonsville__...-_Monthly. 
Lunenburg Co. Med. Soc. -...H. E. Whaley, Victoria ~~~-~-_ Robt. Whitehead. Victoria ~---- 
Lynchburg & Campbell Co. Med 

 sasasucian sesceecceeceeesss.W. S. Ferguson, Lynchburg_-__ F. Musgrave Howell, Lynchburg- 
Mathews Co. Med. Soc..........C. M. Raines, Bohannon........ C. © White, Mathews.......... 
Mecklenburg Co. Med. Soc.... W. W. Wilkinson, La Crosse___A. T. Finch, Chase City ------ 
Med Assn. Valley of Va._.---. P. W. Boyd, Winchester __---- L. F. Hansbroveh. Front Royal. May and Sentember-. 
Med. Soc. Va.. Md. & D. C.. J. W. Bird. Sandy Spring, Md._J. D. Rogers, Washington, D. C.Semi-annually. 
Med. Society of Va. -...-.... .W. L. Harris, Norfolk ~-.----~ Agnes V. Edwards, Richmond__ Norfolk, Oct. 12-15, 1926. 
Nansemond Co. Med. Soc.......F. J. Morrison. Suffolk_._.---- C. F. Griffin. Suffolk........... 
Nelson Co. Med. & Surg. Soc....D. C. Wills, Arrington --..~--- J. F Thaxton, Tve River......Quarterly. 
Norfolk Co. Med. Soc. ..._____ S. H. Graves, Norfolk__...-.. Lockburn Scott, Norfolk........ Norfolk, Weekly. 
Northampton Co. Med. Soc......G. Fred Floyd, Bridgetown ~-._J. M. Lynch. Cane re 
Northern Neck Med. Soc........R. E. Booker, Lottsburg__..---- M. C. Oldham, lancaster --.--- 
Nottoway Co. Med. Soc, _..... WW. T. Warriner. Crewe........ J. R. Adams. Blackstone...... . 
Patrick-Henry Med. Society...c.D. H. Mason, Ridgeway ------ H. G. Hammond, Martinsville_Bi-monthly. 
Petersburg Med Faculty  ...-- Wright Clarkson, Petersburg_...J. M. Harwood. Petersburg...... 3rd Thursdays. 
Piedmont Med. Soc, —~.......__ W. C. Mason, Gordonsville___-__. L. Holiaday, Orange ......... 
Powhatan Co. Med. Soc. ....._.R. D. Tucker, Powhatan -.. .J. &. Tilman, Rock Castle sy 
Pr. Edward Co. Med. Soc...... Carter Weisiger, Cumberland -.Susan W Field. Farmville..... Monthly. 
Richmond Academy of Med...C. C. Coleman, Richmond_...M. W. Pevser, Richmond_----- 2nd and 4th Tuesdays. 
Roanoke Academy of Medicine.A. P. Jones, Roanoke __--~---- Paul Davis, Roanoke -------- 1st and 3rd Mondays. 
Rockbridge Co. Med. Soc........ Robt. Glasgow, Lexington....... 
Russell Co. Med Soc. ~ ....__ E. P. Whited, Honaker ~~ --- C. B. Greear, Honaker --_--- 
Seaboard Medical Association_.Geo, A, Caton, New Bern, N. C._C. P. Jones, Newport News, Va.New Bern, N. C., Dec., 1926. 
Southampton Co. Med. Soc...... J. C. Rawls, Franklin_...--~-- E. A. de Bordenave, Franklin-Quarterly. 
South Piedmont Med. Soc, -...R. A. Moore, Phenix ~-----~--- G. A. Stover, South Boston..... April and November. 
Southside Virginia Med. Soc._.F. C. Rinker, Norfolk _-_----- R. L. Raiford, Sedley............ March, June, Sept., Dec. 
Southwest Va. Med. Soc........J. M. Miller, Wytheville _____- Elbyrne Gill, Roanoke.......... Semi-annually. 
Surry Co. Med. Soc.............E. M. Easley, Bacons Castle__.J. H. Parker, Dendron_________ 
Sussex Co. Med. Soc............T. M. Raines, Wakefield........ -C. P. Neblett, Waverly........ 
Tazewell Co. Med. Soc.......-- P. D. Johnston, Tazewell -.._Isaac Peirce, Tazewell _.....___ 
Tri-State Med. Assn....... «-+e-.F. H. McLeod, Florence, S. C._ Jas. K. Hall, Richmond, Va.....Richmond, Va., Feb., 1925. 
Va. Soc. O.-L. & Oph H. S. Hed Charlottesville. _E. U. Wallerstein, Siieent. Seniors Spring, 1926. 
Walter Reed Med. Soc. ~.._--__ R. R. Hoskins, Mathews__-.-- L. E. Stubbs, Newport News..Semi-annually 
Warren-Rappahannock-Page Cos. 

Med. Soc. D. M. Kipps, Front Royal ~--.. J. R. Boldridge, Hazel River._.__c‘.IThree times a year. 
Warwick Co. Med. Soc...... ---.H. G. Longaker, Newport News_W. R. Payne, Newport News__.2nd & 4th Mondays. 
Wise Co. Med, Society ______- W. B. Barham, Big Stone Gap_C. B. Bowyer, Stonega..........Bi-Monthly. 
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The Zoalite—A New Combination Ray 











A new Generator which pro- 
duces the Infra-Red and_the long- 
er-wave bands of the visible Spec- 
trum. 


Penetrates deeply into human 
tissue, giving quick relief; from 
pain. 





Diagram Showing Generator Used in New 

Burdick Zoalite Lamp. 
The substance comprising the Zoalite Gen- 
erator, although rather costly to produce, 
is of such a nature that it is extremely 
hard, durable, and will stand up under the 
most adverse conditions, thus assuring a 
minimum of upkeep after the moderate first 
cost. This material, on being slowly heated 
to incandescence, showed a continuous and 
a line spectrum combined, something here- 
tofore unknown, except in the pure solar 
spectrum. 


Furnished with long Cords, Plug and 
Special Switch, $15.00. 


Special Goose-Neck with Clamps to 
fasten to chair or table. Extra, 
$4.50. 


The radiations from the new Burdick Zoa- 
lite may be summarized as follows: 

They are analgesic. 

They are soothing and sedative. 

They produce an active hyperemia of 
freshly oxygenated blood. 

They produce heat in the tissues them- 
selves; and as heat is atomic motior, these 
rays produce the highest type of cellular 
massage. 

These rays will not burn or shock the 
patient or coagulate healthy human tissue. 

They positively break up stasis and con- 
gestion by derivative action or by direct ac- 
tion, which is particularly indicated in 
anemia or circulatory disturbances. 





McINTOSH DIATHERMY APPARATUS 


denser. 





The IDEAL High Frequency Apparatus for the General 


Practitioner’s Office 


Low energy loss, High Insulation, Step-Up Transformer. 

Non-pitting. Non-oxidizable, air cooled Spark Gap, assur- 
ing constant service. 

Oil immersed, Non-spraying, Franklin Glass Plate Con- 


Three separate and distinct High Frequency currents. 

High Amperage d’Arsonval current for Diathermy, Auto- 
Condensation and Electro-Coagulation. 

Medium Voltage Tesla Current for Functional Disturbances. 


High Voltage Oudin High Frequency Current for Desicca- 
tion and treatment of Neurosis. 


Accurate control essentials. 


No. 8075 


Price, $575.00 
Complete. 


Perfect Resonance. 
Write for Catalogues and Literature. 
Experienced men to install and service these outfits. 


503 Granby Street, POWERS & ANDERSON, Inc. 603 E. Main Street, 


Norfolk, Va. 


Surgical Instruments, Hospital Supplies, Etc. 


Richmord, Va. 












































A Distinctive Store 


Patrons who reside too far away to visit us as often as they would 
like, should do so at least once each season.. Here are displayed the 
last word in— 


Paris and New York Fashions 
For Women, Misses and Children 


and here also, one may personally select one’s Dresses, Suits, Mil- 
linery, Wraps, etc., and have them satisfactorily fitted. In addi- 
tion there are extensive lines of silk Woolens and Cotton Dress 
Fabrics, Accessories and Furnishings for Homes. 


Service Features 
Our splendidly appointed restaurant and cafe service, suda fountain, 
rest rooms, information and parcels checking bureau, and telegraph 
station are some of the store’s features which visitors are invited to 
enjoy at their leisure. To those unable to come to the Store at all, our 
Mail Order Service will be found helpful. Write for Catalog. 


Miller & 


The Shopping Center” Richmond, Vircinia 












































At Your When It Rains 
Grocer’s —It Pours 
Announcing 





Morton’s lodized ‘Table Salt 


V E ARE pleased to announce to the medical profession that we have perfected, 

and placed on the market an Iodized Table Salt. Suitable machinery has been 
installed which, under the supervision of a certified chemist, assures proper mixing 
and a reliable product. 

This Salt contains two one-hundredth of 1% Potassium Iodide (one part in five 
thousand) as recommended by Medical Societies and State Boards of Health as a 
preventive of goiter and thyroid trouble, now prevalent in many localities. 

This is the same Morton’s Salt that you have used for years, packed in the same 
damptite package with a handy aluminum spout—only with .02% of iodide added 
for its medicinal value. 


MORTON SALT COMPANY — CHICAGO 
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WHERE KNOX . 
SPARKLING GELATIN 
HAS PROVED . 
HIGHLY EFFECTIVE 


i for full 
i feeding 
* infant : fies 
Z stion 0 milk and an 
pine of curds, regu 
ven nse 
tion and vomiting — 
sowth promotion in 1 
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tients. 


‘Increasing the 
Nourishment Yeild 
of Infants’ Milk 


VERY physician knows that the 

delicate infant organism is fre- 
quently unable to properly digest the 
casein and the fat of cow’s milk. This 
necessitates various forms of modifica- 
tion. 

Through clinical tests and observa- 
tions, supplemented by exhaustive bio- 
chemical research at the Mellon In- 
stitute of Pittsburgh, it was proven that 
1% of pure, unflavored Gelatine dis- 
solved and added to cow’s milk will 
largely prevent regurgitation, gas, colic, 
diarrhea, and malnutrition resulting 
from the excessive curdling of the 
casein by the enzyme rennin and hydro- 
chloric acid of the gastric juices. 

This protective colloidal ability of 
Knox Sparkling Gelatine increases the 
nourishment obtainable from the milk 
by about 23% (which is also of great 
value in the strength restoration of 
adults). 


The approved method of adding gelatine 
to milk is as follows: 
Soak, for ten minutes, one level tablespoonful 
of Knox Sparkling Gelatine in one-half cup of 
cold milk taken from the baby’s formula; cover 
while soaking; then place the cup in boiling 
water, stirring until gelatine is fully dissolved; 
add this dissolved gelatine to the quart of cold 
milk or regular formula. 
NOTE:—-Knox Gelatine blends with all milk formulas. 
The protective colloidal and emulsifying action promotes 
digestion and absorption of the milk nutrients. 


KNOX > 


SPARKLING 


GELATINE 


“The Highest Quality for Health’’ 


From raw material to finished product Knox Sparkling 
Gelatine is constantly under chemical and bacteriological 
control, and, furthermore, is never touched by human 








Send This Coupon 


Register your name with 
this coupon for the lab- 
oratory reports gam whe 
dietetic value.“of Knox 
Sparkling Gelatine 





COUPON 


KNOX GELATINE LABORATORIES 
441 Knox Avenue, Johnstown, N. Y. 


Please register my name to receive, without charge 
results of past laboratory tests with Knox Sparkling 
Gelatine, and future reports as they are issued. 





























oe * Capital $1,000,000 ~~ — Surplus Earned $1,000,000 
|) AN ESTABLISHED 1892 
| . 


TE ke To act as Executor, Guardian and Trustee 
i} . $30,000,000 


of investments held in Trust 


Confidential Interviews Invited. 




















NEW YORK EYE AND EAR INFIRMARY 
2nd Ave., Corner 13th Street, New York, N. Y. 
SPECIAL COURSES OF POST GRADUATE INSTRUCTION IN 
Operative Surgery of the Eye and Ear External Eye Diseases 


me gy Functional Testing of the Eye 


Ophthalmoscopy Minor Otology 
Anatomy of the Ear Histology 


Address WEBB W. WEEKS, M. D., Secretary. 
































THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America.) 








WE ANNOUNCE 


COURSES IN THE FOLLOWING: 
For the General Practitioner: Internal medicine and the medical spec- 
ialties. 
Gastroenterology: and allied subjects. 
General Surgery: and all its branches. 
Urology: and allied subjects. 
Proctology: and allied subjects. 
Eye, Ear, Nose and Throat: combined course. 
Cadaver Courses: in all branches of surgery. 


Short Time Personal and Special Courses in all medical and surgical 
specialties. 








FOR INFORMATION ADDRESS 


THE DEAN, 345 West 50th Street, NEW YORK CITY 












































